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THE CASE OF DR. JAMES MITCHELL. 


By A. M. McIntosu, 
Sydney. 


WHEN the Convict Hospital in Sydney was opened for 
the reception of patients in 1816, D’Arcy Wentworth, who 
was one of the contractors for its erection, became as 
Principal Surgeon its: official head. He had no medical 
qualifications, his knowledge of medicine was slight, and 
he lacked experience of hospital administration. He was 
in addition a magistrate, chief of police, and treasurer 
of the Police and Orphans’ Fund, and he pursued numerous 
private commercial activities which’ left him little time 
to devote to hospital duties. The lay staff, male and 
female, were all convicts, and in the early days received 
no pay; nursing attention was almost entirely lacking; 
the diet for all patients was one pound of meat and one 
pound of flour per diem, which was distributed thrice 
weekly, and was either cooked in the wards or sold so 
that more suitable food could be purchased. At night all 
doors and windows were securely fastened and patients 
remained in their wards without any assistance. Sanita- 
tion was entirely inadequate, and conditions were generally 
appalling: they remained so throughout the Wentworth 
regime. Most of the clinical work in the hospital was 
carried out by William Redfern, who had been sent to 
the Colony for alleged participation in the mutiny at the 


Nore. He had as assistant in the period from 1817 to 1819 
R. W. Owen. Redfern examined out-patients in the dis- 
pensary and worked in the wards throughout the morning; 
he also controlled the medical stores and supervised the 
issues personally to check thieving, which was rife. The 
afternoons he usually devoted to his private practice, 
which was extensive. He does not seem to have been 
greatly concerned with the general administrative prob- 
lems of the hospital, possibly because he was given no 
authority. That he had very sound ideas on administra- 
tion is shown by a lengthy and valuable report he for- 
warded to Governor Macquarie in 1814 on the causation 
and prevention of epidemic disease.on convict ships. One 
of his recommendations was that medical officers of greater 
knowledge and higher integrity should be employed on this 
duty—preferably surgeons of the Royal Navy. This, with 
most of his other recommendations, was adopted by the 
Commissioners of the Transport Board, and the first of 
the surgeons sent out under this new scheme in 1817 
was James Bowman, who was so pleased with local con- 
ditions in the colony that he sought an appointment as 
assistant staff surgeon. There was, however, no vacancy 
at the time. 


In 1818 D’Arcy Wentworth resigned his appointment as 
Principal Surgeon, and Lachlan Macquarie pressed 
strongly the claims of Redfern, his friend and medical 
adviser, “a man of very eminent talents, an excellent 
scholar and possessing universal knowledge”. The. only. 
surgeon senior to him on the establishment was Mr. James; 
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Mileham, who was regarded as unfit for the appointment 


because of his age and defective sight. However, prejudice 
at Whitehall against appointment of emancipists to senior 
posts was very strong, and James Bowman was sent out 
to fill the vacancy. Redfern was profoundly disappointed 
by what he regarded as a gross breach-of faith, alleging 
that the position had been promised to him by Lord 
Bathurst, the Secretary of State for the Colonies, and he 
resigned from the Colonial Medical Service, but not before 
he had addressed to Bowman a memo which set out his 
views very clearly. 


Mr. Redfern presents his compliments to Mr. Bowman 
begging to state that he has learnt with astonishment 
that he went round the hospital yesterday unattended 
by Mr. Wentworth, and asked a number of questions of 
Mr. Redfern’s apprentice related to the treatment of 
Patients. Such conduct from one gentleman to another, 
he was about to say, but on reconsideration he will 
decline the use of that term, lest it might be prostitu- 
tion, he will however say from one Medical Man to 
another—requires no comment. Mr. Redfern begs Mr. 
Bowman to be in future a little more delicate in his 
conduct. The Hospital patients are at present under 
Mr. Redfern’s charge, and he-will not allow Mr. Bowman 
or any other person to visit his patients save in the 
presence of Mr. Wentworth or himself. 

Mr, Redfern begs further to observe that a few days, 
he trusts, will place Mr. Bowman in the full Meridian 
of all the powers and honors oi the situation, to obtain 
which he has pursued so gentlemanlike and honorable a 
course. Till then, as Mr. Redfern cannot recognize Mr. 
Bowman he begs he will not repeat the intrusion of 
yesterday. 

Macquarie, in: accepting Redfern’s resignation, bore 
public testimony to his “superior professional skill, steady 
attention, and active zealous performance of the numerous 
important duties entrusted to him”, and at first shared 
Redfern’s dislike of Bowman, but gradually learnt to 
appreciate the great value of his medical administration. 


The Bowman Regime. 


Bowman assumed office in 1819. He was well qualified, 
a good organizer, and an excellent administrator, and he 
gradually introduced order into the chaos of the Went- 
worth period. He opened additional wards, augmented the 
staff and greatly improved their training and discipline; 
he reorganized the stores and introduced a system of 
accounting and stock-taking. He established an adminis- 
trative office and an improved dispensary for out-patients. 
The diet scale was amended, cooks were employed, and 
cooking in the wards was prohibited. Sanitation was 
greatly improved; a mortuary and a post-mortem room 
were built; the sexes were segregated. The general appear- 
ance of the hospital was transformed. Bowman lived in 
the northern wing of the hospital, and in the early years 
of his appointment he took a very active part in both the 
clinical and the administrative work of the hospital, which, 
however, was only a part of the civil medical establish- 
ment of the Colony, all of which came under his control 
as Principal Surgeon. In 1827 this office was abolished, 
and thereafter he was known as Inspector of Colonial 
Hospitals. Associated with Bowman on the staff of the 
Convict Hospital there were a Colonial Surgeon and an 
Assistant Colonial Surgeon, to which posts there were 
several appointments mostly of short duration until 1823, 
when Assistant Surgeon James Mitchell joined the staff. 
Mitchell was born in Fifeshire in 1792. He joined the 
Army Medical Service and saw active service in Spain, 
. America, the Netherlands and the East Indies. Meantime 
‘he had qualified as a Licentiate of the Royal College 
.of Surgeons of Edinburgh. In 1820 he was appointed 
Assistant Surgeon to the 48th Regiment then in Sydney, 
where he arrived in November, 1821. In 1822 he went on 
half-pay upon the “reduction” of the regiment, and on 
June 11, 1823 he was appointed as Assistant Surgeon in 
the Colonial Medical Service and posted to the Convict 
Hospital. Bowman and Mitchell were always on very good 
terms, and gradually more and more of the clinical and 
administrative work of the hospital was left to Mitchell, 
until by 1825 he was practically in full control. In 1828 


Mitchell was promoted to the rank of Colonial Surgeon. 
Bowman was no doubt very happy to relinquish most of 
his duties at the hospital to a reliable Colonial Surgeon, 
as he had in 1823 married Mary, daughter of John 
Macarthur, and was becoming more and more involved in . 
the ambitious pastoral schemes of his father-in-law. 


The duties of the two surgeons at the- hospital were 
well defined. One was charged with the immediate care 
of in-patients and usually also of the out-patients in the 
dispensary. He was also storekeeper and apothecary, super- 
vising the dispensing and issuing of. all stores. The other 
was responsible for all exterior duties, which included 
medical supervision of convicts at the Hyde Park Barracks, 
the Gaol, The Hulk, Goat Island, and various ironed 
gangs—this duty included also attendance at floggings. 
The exterior duties necessitated covering a large area 
daily, and. for this purpose the surgeon responsible for it 
was allowed a horse and a forage allowance. These duties 
were undertaken by the two surgeons in alternate weeks 
until 1825, when the interior duties were allotted per- 
manently to Mitchell. The surgeon on exterior duties 
conducted a sick parade at the installations visited; if 
medicine or treatment was required, the patient was 
referred to Mitchell, whose duty ‘it was also to certify 
chronically ill convicts as suitable for duty in the invalid 
gang at’ Port Macquarie. Mitchell also performed post- 
mortem examinations and attended coronial inquiries to 
give the essential medical evidence. A succession of 
assistant surgeons filled the junior position until 1831, 
when George Moncrieff was appointed. In 1833 Mitchell 
resigned his army appointment and received a letter of | 
appreciation from Sir James McGrigor, the Director- 
General of Medical Services, who wrote as follows: 

The only recollection left behind is of your merits as 
an Officer and sincere regret at the loss of your services 
to the Department. 

For several years Bowman, Mitchell and Moncrieff con- 
tinued to work together efficiently and most harmoniously. 

There were in the Colony two separate medical estab- 
lishments, the Civil Medical Service, which Bowman con- 
trolled, and the Army Medical Service, consisting almost 
entirely of medical officers attached to the regiments. In 
the early days of the Colony the exact status of the Civil 
Medical Service was ill-defined, but as a result of a court 
martial of D’Arcy Wentworth for alleged maladministra- 
tion, the Crown Law authorities in London had decided 
that colonial surgeons were not amenable to the Articles 
of War and the Mutiny Act; and the Civil Medical Depart- 
ment became a distinct establishment in the Colony 
directly responsible to the Governor. Apart from the 
question of discipline, this dual control gave rise to con- 
stantly recurring difficulties. When detachments of 
soldiers were too small to justify the posting of a medical 
officer it was. necessary to employ local civil surgeons, 
and the issue of medical stores to these out-stations was 
a problem which Bowman never satisfactorily solved. As 
early as 1827 Governor Darling had suggested amalgama- 
tion of the two services; but action was deferred until 
1835, when Lord Glenelg notified Governor Bourke of the 
appointment of a Deputy Inspector-General of Hospitals 
and a Deputy Purveyor to take control of the combined 
medical establishments. The first Inspector-General was 
John Vaughah Thompson, whom Sir James McGrigor 
described as experienced and efficient. He assumed office 
on April 1, 1836, and a month later the Deputy Purveyor, 
Jonathan Croft, a hard-bitten veteran of the Peninsular 
War and Waterloo, moved into the south wing of the 
hospital. Bowman’s duties as Inspector-General of Hos- 
pitals ceased when Thompson took over, but notification 
of termination of his appointment was long delayed, and 
he continued to draw-his salary for a further two years. 


The Deputy Inspector-General. 

The amalgamation of the medical services was inevit- 
able; but it was unfortunate that Thompson was the 
officer appointed to carry it out. Sir George Gipps, in 
= to Lord Glenelg in 1838, summed him up very 
well: 
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I feel it also a duty though a painful one to express 
my opinion that Dr. Thompson, whatever may be his 
other merits, was not exactly the man calculated to 
earry successfully into effect a measure in itself 
unpalatable to his subordinates being wanting on the 
one hand of blandness of manner or conciliatory address 
before which opposition might have gradually given way 
and on the other in that firmness and decision of 
purpose which would have overruled it. : 

The status of the colonial surgeons changed overnight. 
Instead of being under civil control, they were now 
ancillary to the military establishment and were amenable 
to the rules and regulations for the management of mili- 
tary hospitals on colonial stations under a military officer 
responsible to the Governor as Commander-in-Chief. One 
of the main concerns of the surgeons, particularly in the 
larger centres, was that they were much more liable to 
transfer; this would greatly interfere with their private 
practices, which in some instances were quite lucrative. 
Thompson made it clear from the outset that they must 
regard themselves as “disposable” and likely to be moved 
according to the exigencies of the service, although he 
promised that he would not disturb their appointments 
unnecessarily or impose on them incompatible duties. As 
is shown by the following extracts from a letter to 


McGrigor in 1836, his early impressions of the colonial” 


surgeons were distinctly unfavourable. 

I am sorry to say that the prevailing vice of drunken- 
ness has got among the Medical men and although 
there are several qualified to take District Surgeoncies 
there are few who could be trusted. I think it would be 
a great saving to the Government and at the same time 
an advantage to the Colony, and to the respectability of 
the Department, to have a few disposable half pay 
Surgeons and Assistant Surgeons sent out from home 
and the difference of pay only to be made up in the 
Colony. 

He suggested that no more surgeons and assistant surgeons 
should be appointed, nor should there be any promotions 
from lower to higher grades. If this suggestion was 
adopted, three effective medical officers might be had for 
the price of one, and the anomaly of being subject to no 
military discipline would be done away with. 


Perhaps some of the Juniors of the lower ranks on 
Half-pay might be induced to come out to fill the situa- 
tions of District Surgeons whose proposed pay—three 
shillings and forage two and sixpence—would amount to 
nine shillings and sixpence per diem beside what they 
might make by their private practice among the free 
=" which would make it worth £200 a year at 
east. 

But this suggestion was found to be impracticable. 
McGrigor could not furnish from the half-pay list any 
effective officers, as all those available had regular postings. 
His alternative suggestion was that civil practitioners, 
judged competent for the duties, should be employed by 
contract by the month or year, and thus the necessity 
for permanent appointments would be obviated. 


Thompson did little to acquaint himself with local con- 
ditions before issuing a series of Department Orders which 
both Mitchell and Moncrieff found very embarrassing. At 
this stage Thompson seems to have been much under the 
influence of Croft. who with his family was accommodated 
in the upper floor of the south wing of the hospital, where 
Moncrieff was already comfortably established. The 
Governor, who did not yet know Thompson’s technique, 
was induced to issue a direction to Moncrieff to vacate 
this accommodation; but when Moncrieff protested Sir 
Richard Bourke made a personal inspection, decided that 
the direction was unreasonable, and allocated the space 
between them. Mitchell was directed to hand over his 
post-mortem room to Croft for use as a coal-house; he 
was told that dissections could be carried out in a ward 
or in portion of a ward screened off. Thompson later 
wrote to the Governor, pointing out that 100 packages of 
medical stores had arrived, which trebled the stock on 
hand and necessitated the immediate removal of Moncrieff. 
He trusted also that the Governor would give him credit 
for knowing what room these stores required. His Excel- 
lency, however, showed signs of irritation. His secretary 
wrote as follows: 


His Excellency is quite disposed to give you the credit 
you claim but laments exceedingly, that, from your long 
indisposition you have not been able to look through the 
stores more frequently and ascertain their actual state. 
On his Jast inspection he found them in great disorder 
and no efforts made at arrangements in compliance with 
his repeated orders. 

He also expressed the view that there was ample room 
for the additional medical stores in the south wing with- 
out moving Assistant Surgeon Moncrieff, but that, if more 
room was actually required. some of the accommodation 
afforded to the family of Deputy Purveyor Croft should be 


Ficurp I. 


Dr. James Mitchell, Resident Medical Officer-in-Charge, 
1825-1837. From a portrait by Marshall Claxton in the 
Mitchell Library. 


appropriated for the purpose. However, this particular 
problem was solved when Moncrieff, tiring of all this 
squabbling, applied for a transfer and was in November, 
1836, posted to Port Macquarie. 


Mitchell and Thompson were on bad terms from the 
outset, and it was against Mitchell in particular that a 
series of Department Orders were directed: “Directed”, 
said Mitchell, “to particular and individual things, 
injurious to the public service, and vexatious to others 
concerned in both manner and substance.” Some of them 
were concerned with such trivial matters as ownership 
of keys and locking of doors with the intention of excluding 
Mitchell from the stores. There was trouble also over the 
allotment of personnel, who previously had divided their 
time between the hospital and the store. The Deputy 
Purveyor Croft was directed to ensure that all the orders 
of the Inspector-General were promptly carried into effect 
and to report any infraction. Thompson refused to grant 
Mitchell an interview on any official matters, stating that 
“he would not see his office or his drawing room converted 
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into an area of contention”. When the Assistant Surgeon 
was withdrawn from the performance of exterior duties 
in March, 1837, Mitchell was notified that he would be 
held responsible for these in addition to his ordinary 
duties. He protested that he was fully occupied with the 
administration of the hospital, and had neither horse nor 
forage allowance, but was informed by Thompson that he, 
the Inspector-General, would insist on absolute obedience 
to his orders. This provoked a crisis. 


The First Inquiry. 


Mitchell charged Thompson with neglect of duty, par- 
ticularly in his failure to inspect installations; with having 
adopted unduly the suggestions and views of the Deputy 
Providore and giving him undue authority; with having 
issued Department Orders that were vexatious, injurious 
and incapable of fulfilment; and with having made to the 
General Officer Commanding wilful, injurious and unjust 
representations. 


Thompson, on his part, hace Mitchell with disobedi- 
ence of orders and highly improper conduct of a mutinous 
tendency. 


An inquiry was held before a commission of three, who | 


referred the evidence to Governor Bourke for decision. - 


James Bowman came from his retirement. to testify 


against Thompson. It was alleged that Surgeon Patrick Hill 
at Liverpool had never had a visit from him; Surgeon 
Matthew Anderson at Parramatta had had only one visit, 
although Thompson had been in the area on at least two 
other occasions; he had never visited the Prison Hulk or 
the Gaol; he had seen no other country hospitals than 
those at Newcastle and Windsor. In extenuation of this 


seeming neglect Thompson pleaded his continued state of. 


ill health; but his enemies proved that he had recently 
made an application for lifé assurance, in which he himself 
and his friends Jonathan Croft and. Assistant Surgeon 
Ballow had claimed that his health had always been very 
good. Thompson in his evidence endeavoured to prove 
that Mitchell had shown disregard of Department Orders 
in refusing to answer letters or making evasive or unsatis- 
factory replies. Sir Richard Bourke’s finding read as 
follows: 

For many of the charges brought by Surgeon Mitchell 
there seems to be no adequate foundation. His Excel- 
lency thinks it sufficient on this occasion to express his 
displeasure at so insubordinate and improper a proceed- 
ing and to warn Surgeon Mitchell that if any well 
founded complaint of his conduct towards the Deputy 
Inspector General of Hospitals shall be again brought 
by that Officer before His Excellency it will be visited 
by a measure of much greater severity. 

However, the order prohibiting interviews on official 
business was cancelled, and Thompson was told to arrange 
to receive officers of his department on business as the 
furtherance of the service conjointly with his own conveni- 
ence might dictate. 


The order directing Croft to see the orders of the Deputy 
Inspector-General carried into effect was also cancelled. 


The Deputy Purveyor cannot be invested with power 
to supervise and control the proceedings of any officer 
of superior rank, nor’is it fitting that he be employed 
as an Adjutant: and the interference of the Deputy 
Purveyor will be limited to the special duties appertain- 
ing to his employment as Deputy Purveyor. 

The result was therefore indecisive. Mitchell was very 
disappointed by the finding and thought of resigning to 
place the matter before the Secretary of State for the 
Colonies, but did not do so because he thought the Medical 
Department must surely soon revert to civil control. 


Medical Attendance at Floggings. 


The fight was now on in earnest; Thompson continued 
to do all that he could to harass Mitchell, and Mitchell 
strenuously to resist. It was an unequal contest, as Sir 
George Gipps pointed out later in a letter to Russell 
(January, 1841): 


Although much of the Deputy Inspector General’s 
conduct had been disapproved, and some of his orders 
cancelled by the Governor, Mr. Mitchell shéduld have 
remembered that anyone in the employment of Govern- 
ment who enters into a contest with the Head of his 
Department does so at his own peril and that the contest 
is one in which the odds are fearfully against him. 


Thompson seems to have pursued a definite plan to trap 
Mitchell. He issued an order on July 10, 1837, stating that 
he had noted that the Colonial Assistant Surgeon had not 
been paying regular visits to institutions. The Colonial 
Surgeon would be responsible for ensuring that these visits 
were duly carried out, and all reports, requisitions et cetera 
would be transmitted through the Colonial Surgeon and 
verified by his signature. However, he had some time 
previously removed the Assistant Surgeon from Mitchell’s 
control. Mitchell referred this order to the Governor, 
pointing out that his time was fully occupied, and more- 
over. as he had neither horse nor forage allowance, it 
would be impossible for him to supervise the work as 
directed. The order was cancelled by the Governor on 
July 22. 

A further Department Order of August 9, 1837, made the 
following provisions: 


1. Assistant Surgeon Alexander in taking on himself 
the medical charge of the various Convict Establish- 
ments in Sydney will act under the immediate orders of 
the Deputy Inspector General of Hospitals and report 
direct to him. 


2. The Colonial Surgeon of Sydney will in future 
consider himself personally responsible for the Medical 
Care and other Medical Duties of the Convict Barracks 
at Hyde Park which is, as hitherto, to be supplied with 
Medicine from the Hospital Dispensary. 


The exact interpretation of the second part of this order 
is of vital importance to Mitchell’s case. and accordingly 
his views are set out in extenso: 


With regard to the expression “Medical Care and 
other Medical Duties,” it is proper to explain that, 
although the Hyde Park Barracks as well as every 
other Civil Establishment in and near Sydney (except- 
ing the Hospital itself) was under the immediate charge 
of the Assistant Surgeon, yet that when a convict 
required medicine he was sent to the Hospital Dis- 
pensary: was there prescribed for, and there obtained 
it. If Hospital treatment was needed, he was admitted 
into that Establishment—if disabled he was sent to the 
same for inspection, and if necessary was ‘invalided by 
the Surgeon certifying that he was a fit subject for 
the Invalid gang at Port Macquarie. But in none of 
these cases was the Surgeon required to leave the 
precincts of the Hospital. These comprised all the 
“Medical Care and other Duties” which had been 
required of the Colonial Surgeon in Sydney for the past 
12 years, and of course all that I understood to be 
alluded to by the Order above-mentioned, the more par- 
ticularly. as by the same Order Mr. Alexander was 
spoken of as “taking upon him the Medical charge of the 
various Convict Establishments at Sydney”. But it 
afterwards appeared that there was another duty of a 
peculiar kind, which was either covertly intended to be 
included in that Order, or to which it was subsequently 
extended when occasion offered, or when circumstances 
made it capable of being applied to my annoyance. This 
was the attendance at Corporal Punishments inflicted at 
Hyde Park Barracks. 


This is certainly a very disagreeable service and one 
from which, were it possible, every Medical Officer would 
gladly be exempted. Perhaps for this very reason, it 
had been thought right to subject to it the Junior Officer 
rather than the Senior: at all events it had invariably 
been performed for upwards of 12 years by the Assis- 
tant Surgeon, and so entirely was this considered to be 
his particular duty that, when Dr. Imlay demurred to 
it in 1831, His Excellency Sir Ralph Darling accepted 
the resignation of his appointment rather than impose 
that duty on the Surgeon in charge of the Hospital. 


The duty in question has always been considered as 
one of the “Exterior duties” whilst mine were expressly 
confined to-the “Interior” and therefore, unless stated 
in express terms (which it was not), there was no 
reason for supposing that the order of the 9th August 
1837 was intended to comprise my personal attendance 
on punishments. If such were the Deputy Inspector’s 
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intention, he did not communicate that intention to me, 
and I did not so understand it—if I had, it is self- 
evident I should immediately have remonstrated against 
it. Having so recently obtained from the Governor a 
general release from the whole. of the Assistant 
Surgeon’s duties [ should indubitably have appealed 
to His Excellency for a specific protection from the 
9 conga of any (especially this) particular part of 
em. 

On September 14, 1837, corporal punishment was to be 
administered to a convict in the Hyde Park Barracks. A 
requisition was sent to Mitchell asking him to indicate 
in writing what time he could attend. He said he would 
not attend, as this was the duty of the Assistant Surgeon. 
The Superintendent of the Barracks then took a similar 
requisition to the Assistant Surgeon of the 50th Regiment 
(this was quite irregular). He, in perplexity, took it to 
the Inspector-General, who directed that a note be made 
on the requisition that his instructions were that in every- 
thing regarding the Convict Barracks, application should 
be made to the Colonial Surgeon. This was read to 
Mitchell whilst he was busy with patients; he regarded 
it merely as an indication that the requisition had been 
wrongly directed in the first instance, and repeated that 
this was the duty of the Assistant Surgeon. Finally, at 
3 p.m., an hour before the punishment was due, Mitchell 
received a Department Order, dated September 14, drawing 
his attention to the earlier order of September 9, and 
directing that in future he would personally attend all 
punishments of prisoners at Hyde Park on the requisition 
of the Superintendent. He did not go, and the flogging was 
attended by the Assistant Surgeon. Mitchell explained 
later that he did not consider the order applied retro- 
spectively, and as he received no further requisition he 
did not consider that he was required to attend. However, 
he did write to Thompson, pointing out that this duty 
had always been carried out by the Assistant Surgeon, 
who had abundant leisure, whereas Mitchell’s time was 
fully occupied. He said that the Governor had already 
decided that the Assistant Surgeon should perform the 
exterior duties, and he asked that his letter should be 
sent for consideration to His Excellency, together with 
copies of the orders of September 9 and 14. This Thompson 
refused to do, stating that the letter, which was highly 
improper and dictatorial, was addressed to him personally. 


. Mitchell then sent a copy to the Governor direct. 


The Second Inquiry. 


On September 15 Thompson charged Mitchell with direct 
disobedience of orders and contumacy in not complying 
with the two orders, and the charges were sent to Mitchell, 
who was asked for an explanation. In reply he referred 
to his letter of September 14, and said further that two 
men had died in hospital on September 13 and he could 
not absent himself from the hospital for any purpose, as 
he had been warned to stand by to give evidence at the 
coronial inquiry, the hour of which had not then been. 
fixed. His explanation was not considered satisfactory and 
he was notified that a court of inquiry would be held to 
take evidence for and against and report to His Excellency. 
Mitcheil protested against any inquiry of a military nature 
being instituted against him, and asked that his protest be 
forwarded to the Secretary for State. 


Bourke allowed his protest, but required a full explana- 
tion of the reasons why it was impossible for him to 
comply with the order requiring his attendance at the 
punishment, and why also he had refused to sign an order 
of September 18 suspending him. In his explanation 
Mitchell went over much the same ground as before, and 
with regard to his refusal to sign the order (this was 
throughout regarded as of minor importance) he said that 
he did not receive it until he had already been relieved, 
and in any case he did not think that as a civil surgeon 
he should sign a military order. There were gross dis- 
crepancies between the statements submitted by the two 
parties, and they were accordingly invited to attend before 
the Governor on September 25 with such further evidence 
as they wished to furnish. 


Thompson produced his witnesses, whose evidence was 
factual; but Mitchell said he was not aware of the exact 
nature of the alleged discrepancies, as he had not seen 
Thompson’s statement. He did not examine his own 
witnesses, but submitted a written statement and gave 
evidence himself. He considered that he had done all 
that was necessary in sending the order of September 14 
to the Governor so that it could be considered before any 
case under it could occur. He had had ten years’ military 
and fourteen years’ colonial service and had won approba- 
tion from all his commanding officers and governors, 
whereas of 36 Department Orders issued by Thompson 15 
had been cancelled as improper or impracticable. The only 
two orders which he had refused to sign were those con- 
cerning his suspension; he thought the necessity for signa- 
ture was not commensurate with the personal mortifica- 
tion; nor could it be imagined that he would resist the 
orders or deny that they had been issued. As a civilian 
he claimed exemption from signing military orders. Refer- 
ences to the fact that he devoted some of his time to 
conducting a private practice he regarded as beneath 
contempt. He asked His Excellency to restrict the activities 
of the Inspector-General and to release the medical service 
from its embarrassing situation as a civil establishment 
with a military head. He felt that he had heard no 
evidence to invalidate his statements, which he was pre- 
pared to amplify if required. 


He was profoundly shocked to learn next day that the 
Governor had directed that his name be removed from the 
list of Colonial Surgeons. .This decision was conveyed to 
Mitchell by Thompson in terms dictated by Governor 
Bourke, who, after commenting adversely on the irritating 
and offensive nature of some of Thompson’s earlier com- 
munications to Mitchell, wrote (through his secretary): 


It is His Excellency’s express desire that in conveying 
by letter the foregoing decision to Mr. Mitchell you use 
no stronger language than that in which it is couched. 

Mitchell wrote to Bourke forthwith, asking to be 
informed of the precise acts of disobedience of which he 
had been adjudged guilty. He said that it was obvious that 
there were other grounds than those revealed on which 
the Deputy Inspector-General had proceeded, and he desired 
to be informed of them. He also asked that he be granted - 
an opportunity to present further evidence and argument, 
as he had relied on the Governor’s promise to call on him 
if any matters required elucidation. 


But Bourke was adamant. He said that there had been a 
full investigation of facts and perusal of defence. The 
charge had been fully substantiated and no further exam- 
ination of witnesses could be permitted. 


Mitchell then informed Bourke that he proposed to 
write to the Secretary of State through the Governor, 
asking him to suspend judgement on Mitchell’s case until 
he had received a full statement which was being prepared. 
Bourke promised to forward the statement and also to 
reserve his own comments until he had perused it. 


Thompson in all his official correspondence had always 
maintained that apart from Mitchell and Moncrieff in 
Sydney the members of the Colonial Medical Service were 
perfectly happy under his administration. However, on 
February 25, 1838, a number of the Senior Colonial Sur- 
geons addressed to Lord Glenelg direct a memorandum in 
strong support of Mitchell, indicating their profound dis- 
satisfaction with the existing control. They were Colonial 
Surgeons George Brookes, Patrick Hill, Matthew Anderson 
and Kinneir Robertson, with Assistant Surgeons W. 
Richardson, A. L. Gamack and George F. Moncrieff. They 
pointed out that they had joined the service with the 
assurance that it would remain a civil department, and 
they were now informed that Dr. Bowman was to retire 
and that military control would continue. They were also 
disturbed by the manner of the recent dismissal of one of 
their number, showing that they were subjected to military 
procedure without possessing the advantages of military 
protection. They trusted that His Lordship would take 
into account the circumstances of their appointment and 
the effect of the recent change on their position, and 
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would either restore the department to its place as a 
branch of the Civil Service or grant them the option of 
retiring from the service on such compensation as their 
length of service and loss of office seemed to justify. 


Thompson, whose comments were sought, urged that all 
these surgeons should be dismissed forthwith without com- 
pensation. He argued that some of them would be retiring 
soon in any case, that they were comparatively well paid,. 
that many of them had had land grants, and that they had 
all carried on private practice. Gipps agreed with Bourke 
that they were not entitled to compensation, but considered 
that some at least of the juniors were not well off and 
, would be embarrassed if they were compelled to retire 
“unconditionally. 


However, in London wiser counsels prevailed. It was 
realized that the resignations offered were conditional, and 
as the condition was one with which the Government could 
not comply, the officers should not be compelled to resign. 
Accordingly no action was taken. 


Public sympathy was strongly on Mitchell’s side through- 
out the community. A group of his friends subscribed £200 
to purchase for him a piece of plate as some indication of 
their esteem. The Press also took up his cause. 


’ The Action for Libel. 


The fact that there was dissension in higher medical 
circles could not long be concealed in a small settlement 
like Sydney, with a comparatively large official population, 
but it was not mentioned in the Press until September 28, 
1837, when The Colonist published an article headed “The 
Hospital”, which had been written before the result of the 
second inquiry was known. It stated that it had long 
been aware of disputes amongst officers of the medical 
services due to gross neglect and mismanagement at home 
and abroad, but it had refrained from discussing them in 
the hope that justice might be done to all parties. They 
were mentioned now only to procure a favourable hearing 
of Mr. Mitchell’s case and restore that valued officer to 
his public duties. 


It appears that about eighteen months ago owing to 
an egregious mistake on the part of the Home Govern- 
ment a Mr. Thompson was sent out to take charge of 
the Colonial Hospitals and that he “inflated with the 
insolence of Office” issued orders which gave great dis- 
satisfaction to various Officers under him. 


The various happenings of the past eighteen months were 
then referred to briefly, and finally: 


Knowing that Mr. Mitcheil is an able and efficient 
Officer and that for a number of years he has performed 
his duties with credit to himself and satisfaction to the 
community we feel deeply interested in his welfare and 
sincerely hope that he may triumph over his opponents. 


To this attack Thompson replied as follows in The 
Colonist of October 3, 1837: 


The Hospital 
To the Editor: 
Sir, 

Having seen a paragraph in last week’s “Colonist” in 
which my name is mixed up in no very courteous 
manner, arising, no doubt, from a total ignorance of the 
true facts of the case and of the characters of the 
persons implicated. I beg to submit to your notice 
the following extracts from public documents, by which 
you will perceive the propriety of exercising more 
caution in future if you wish to maintain the character 

. of your paper as an advocate for truth and justice. 


I am etce., 
J. V. THOMPSON, 
Deputy Inspector General. 


His Excellency the Governor to the Colonial Secretary. 
March 26, 1836. 
Inform Dr. Bowman that His Majesty’s Government 


having resolved to establish and maintdin a superior 
Medical Staff for the purpose of supervising and con- 


trolling the Medical Establishments connected with the 
Military and Convict branches of the Public Service in 
this Colony, J. V. Thompson Esq. Deputy Inspector- 
General of Hospitals has been appointed to the Superin- 
tendence of the Colonial and Military Hospitals in New 
South Wales. 


Direct Dr. Bowman to acquaint the several Colonial 
Medical Officers of the appointment and arrival of 
Deputy Inspector-General Thompson desiring them to 
pay attention to all such instructions as he shall think 
proper to give to any of them, etc. 


Instruct the Post Master-General that from and after 
the last day of the present month, the office of Inspector 
of Colonial Hospitals is to be “considered as having 


closed. 
Certified true copy. 
ALEex. McLeay, Col. Secretary. 


General Orders, Sydney May 10th 1837. 


Adverting to those charges brought by Colonial 
Surgeon Mitchell against his Superior Officer for many 
of which there appears no adequate foundation. His 
Excellency considers it sufficient on this occasion to 
express his displeasure at so insubordinate and improper 
a proceeding, and to inform Surgeon Mitchell that, if 
any well founded complaint of his conduct towards the 
Deputy Inspector-General of Hospitals shall be again 
brought by that Officer before His Excellency, it will 
be visited by a measure of much greater severity. 


K. Snoperass Lieut-Colonel* 
Major Brigade. 


To the Deputy Inspector-General of Hospitals: 

Sydney, 

. Sept 26 18387. 

I am directed by the Lieut-General Commanding to 
inform you that having taken measures for ascertaining 
the correctness of the allegations contained in the 
charges brought by you against Colonial Surgeon 
Mitchell. His Excellency considers that Officer to have 
wilfully and deliberately disobeyed the order of the 
Head of his Department in refusing to attend punish- 
ments at the Hyde Park Barracks, and in omitting to 
sign the orderly book when requested to do so. 

You will therefore inform Mr. Mitchell that His Excel- 
lency has directed his name to be removed from the list 
‘of Colonial Surgeons. 

WILLIAM HUNTER, 
Assistant Military Surgeon. 


Mitchell immediately brought an action for libel against 
Thompson. 


The Colonist of October 12, 1837, referring to Mitchell’s 
dismissal, expressed the view that Governor Bourke, being 
a strict disciplinarian, had found it expedient to take the 
part of the superior officer, and that Mitchell’s punishment 
had been too severe. It considered that an inquiry should 
be conducted into the administration of the Convict Hos- 
pital, and ingenuously suggested that in view of his long 
experience no one was so well equipped to conduct such 
an inquiry as Dr. Mitchell. 


The case of Mitchell versus Thompson was tried on 
March 23, 1838, before Chief Justice Dowling, who summed 
up strongly in Mitchell’s favour. He disallowed the claim 
of privilege and said: that the letter to the Press was 
definitely libellous. Mitchell was awarded £100 damages 
and the same amount in costs. 


Reaction in Whitehall. 


When the details of this controversy reached London, 
the Director-General, Sir James McGrigor, was greatly 
perturbed and set out as follows his views to Lord Glenelg 
(February 5, 1839): 


It is obvious that the whole body (influential and 
opulent) of the Medical profession and their friends has 
shown an organized opposition to Thompson much 
greater than might have been expected, and a deter- 
mination to resist and to force upon the Government a 
return to the old Establishment replete with abuse. — 
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He thought this was largely due to independence con- 
sequent on their lucrative private practices. He thought 
they ‘should all be replaced by officers whose right of civil 
practice would be very rigidly controlled and permitted 
only in special circumstances. If their practice interfered 
with their official public duties they should be obliged to 
resign and be replaced by younger and more active men. 
At the same time he wrote as follows to Thompson: 


It has been painful to me to have already more than 
once to convey to you my disapprobation of your want 
of conciliation and temper, as evinced in the very 
voluminous correspondence which has passed in the 
intemperate disputes between yourself and the Colonial 
Medical Officers, and which are so injurious to the Public 
Service: and I concur in the opinion of Lord Glenelg, 
Sir Richard Bourke, and Sir George Gipps, that, what- 
ever might have been the conduct of these Gentlemen, 
in your carrying into effect measures naturally very 
unpalatable to them, you have evinced much want of 
blandness of manner, and of firmness and decision of 
purpose, before which opposition on their part would 
have gradually given way. In entering into a corres- 
pondence with an Editor of a Newspaper you have 
acted most injudiciously, and brought on yourself the 
appearance of unfairness in bringing forward extracts 
only, which brought censure on Dr. Mitchell, and kept 
back those which showed that equal censure had been 
bestowed on yourself: and you have thus granted a 
victory to your opponent and to his numerous sup- 
porters on the Trial. It is certainly discouraging to 
observe that you have never been able, by correction 
of existing abuses, to reduce the Expenditure, and that 
in all the Hospitals the Medical Expenditure in the 
Colony has very considerably increased since you 
entered on the superintendence and it is still more 
startling to observe that you have never yet extended 
your inspections in the Colony beyond Windsor 30 miles 
from your residence. 


Statement of Mitchell’s Case. 


Mitchell’s statement was sent to Lord Glenelg on Feb- 
ruary 8, 1838. It was entitled “Statement of the Case of 
James Mitchell, Esq., late Surgeon on the Civil Establish- 
ment of New South Wales”, and was printed for private 
circulation at the office of The Sydney Morning Herald. 
It contained 52 pages octavo and 107 pages of appendices, 
mainly Department Orders, and in a covering letter 
(February 27, 1838) Mitchell wrote: 

It exhibits the picture of an extensive establishment 
disorganized—a whole department injured—a _ Civil 
Officer subjected to Military procedure—and a servant 
of Her Majesty after 24 years of faithful and: varied 
service summarily dismissed without fault, for not 
rebutting statements he had never seen, and not obeying 
an order he had never received. 

For all this he claimed redress, and asked that the 
service be restored to its ancient civil footing, and for 
himself that he be restored to his former position and be 
paid his full salary from the date of his removal. In 
addition, for the oppression he had endured, for his loss of 
office, and above all for the aspersions sought to be cast 
upon his character, he felt himself entitled to press a claim 
for compensation “to such extent and in such mode as to 
your Lordship may deem meet”. 


Sir Richard Bourke, whose term of office as Governor 
was completed, had returned to England, and Glenelg sent 
the document to him for his comments, which were very 
forthright. 


It will be readily admitted that in every Department 
of the Public Service a due subordination amongst the 
Persons employed therein is essential to its efficiency 
and that Functionaries of a lower class are bound to 
obey the orders of their superiors with fidelity and 
promptitude. Any wilful failure in these respects is 
. usually visited by a severe punishment. 

In the case under consideration it was fully established 
that Mr. Mitchell had wilfully disobeyed the orders of his 
superior. 

He had on a former occasion brought unfounded and 
frivolous charges against the Deputy Inspector General, 
prosecuting them with a determined and rancorous 
hostility, and had been no farther punished than by a 
public reprimand, but accompanied by an intimation 


that the next well founded complaint of his conduct 
‘would be more severely dealt with. His culpability 
being again fully established, and his offence being one 
that was at the root of all due subordination in the 
Department, no milder sentence than that of removal 
could be passed on him without serious injury to the 
public service. 
Mitchell’s complaint that an essential document was 
withheld from him he dismissed as an unwarrantable mis- 
statement. 


As the colonial hospitals were now controlled by the 
military department, he recommended that vacancies in 
the list of Colonial Surgeons be filled by army appoint- 
ments. Finally, he pointed out that in spite of the 
vexatious interference by the Deputy Inspector-General 
alleged by Mr. Mitchell, no difficulty was found in filling 
the position he had vacated by a civilian from a country 
colonial hospital. 


After receiving Bourke’s report, Glenelg wrote as follows 
to Sir George Gipps on August 31, 1838: 

The reasons which Sir Richard Bourke has stated for 
having removed Mr. Mitchell from his situation appear 
to be so conclusive that I can find no cause for the 
interposition of my authority. 


Petition to the House of Commons. 


Mitchell’s next move was to address a petition to the 
House of Commons, dated March 6, 1839. In it he set out 
all the relevant facts; he alleged that Bourke’s decision 
was against the weight of evidence, referred to his state- 
ment, his appeal to Glenelg, and the latter’s reply. He 
maintained that the refusal to grant him a rehearing was 
a@ gross injustice, and again insisted that during the 
investigation a document most essential to his defence 
was unjustly withheld from him. He asked that an inquiry 
be held into the truth and merits of his case and that he 
should be granted such redress as the House in its wisdom 
saw fit to recommend. The petition was taken by one of 
his friends to London, but considerable delay ensued 
because of difficulty in finding an appropriate Member 
willing to bring it before the House, and it never did 
actually reach the Commons. 


Inquiry by Sir George Gipps. 


Meantime the persistent representations of Mitchell’s 
friends, which had been resisted by Lord Glenelg, finally 
induced Lord John Russell to direct Gipps to give Mitchell 
an opportunity to bring under notice of the Government 
any new facts and arguments which had not already been 
fully advanced or considered. There was not, however, to 
be any further consideration of facts already brought 
under review. : 


An inquiry was held on December 23, 1840. 


Mitchell did not actually bring forward any new facts. 
He produced a number of his friends as witnesses, most 
of whom said that in similar circumstances they would 
have acted precisely as he did, although Colonel Barney, 
the Commanding Engineer, said that whilst a zealous 
officer would have gone to the floggings, he did not think 
Mitchell's action amounted to disobedience. Gipps and 
Thompson thought that a former military officer like 
Mitchell must have known that medical duties of a barrack 
included attendance at corporal punishment, and Gipps 
further considered that it was the prerogative of the 
Deputy Inspector-General to decide who should attend 
floggings. Mitchell argued that if it was intended to alter 
a practice of twelve years’ standing this should have beer 
specifically stated, and he further contended that the 
subject Department Order and subsequent memoranda 
were intentionally vague with the obvious intention of 
trapping him into an act of disobedience. There was. 
possibly some truth in this allegation, although it was 
indignantly denied by Thompson. 


Gipps, in his report, said that in view of the known 
enmity existing between Thompson and Mitchell, and of 
the latter’s failure to substantiate the charges he had 
made against the Deputy Inspector-General, Mr. Mitchell 


| 


168 THE MEDICAL JOURNAL OF AUSTRALIA 


Aveust. 4, 1956 


was in a condition in which the highest degree of prudence 
and circumspection might have been required of him, but 
such prudence and circumspection he had failed to exercise. 


I must avow that his arguments do seem to have 
much more of special pleading than is usually admitted 
even in the Civil Service of Government, and that they 
moreover much resemble those which a person might 
resort to, whose object it was to show how far it was 
possible safely to misunderstand an order without wil- 
fully disobeying it. 

(This seems a very shrewd and accurate appreciation.) 
However, Mr. Mitchell had always borne a high character 
for integrity, and he declared on his honour that he had 
misunderstood the order. Gipps was not prepared to 
recommend his permanent reinstatement to office, nor the 
payment of any monetary compensation (which in fact Mr. 
Mitchell did not now desire—he was generally supposed 
to be in easy circumstances and had an extensive practice 
in Sydney). He thought that the utmost that could be 
done without injury to Her Majesty’s Service was that 
-Mr. Mitchell should be reinstated for a day and allowed 
to retire from the service. This recommendation was, after 
reference to Sir James McGrigor, approved by Lord Stanley 


and duly carried into effect. Thus was Mitchell’s per- 


tinacity rewarded and the stain of dismissal removed from 
the family escutcheon. 


Fate of the Adversaries. 


After Mitchell left the service a period of tranquillity 
ensued. One factor which contributed to this was the 
virtual cessation of transportation in 1840. The convict 
hospitals in the country were gradually closed, and in 1846 
even the General Hospital in Sydney was no longer 
required for its original purpose and was taken over by 


the Sydney Infirmary and Dispensary. Thompson, however, . 


fell increasingly into disfavour. Governor Bourke had 
repeatedly complained tu the Director-General about the 
irregularity of Thompson’s reports and the infrequency of 
his visits to institutions, and Gipps was even more critical. 
As a result he was dismissed from his appointment in 
April, 1843, and replaced by William Dawson, M.D. He 
’ apparently retired to his farm in the Moreton Bay district. 


James Mitchell, having ceased to be a public servant, 
gradually relinquished his medical practice and devoted 
himself to his business affairs. He became a member of 
the New South Wales Medical Board in 1845 and its 
president in 1852. He was a trustee of the Australian 
Museum, and served for several terms as a member of the 
Legislative Council. He also held several important 
directorates. During a financial crisis in the early forties 
he was almost ruined when the liquidator of the Bank of 
Australia confiscated the assets of the shareholders to pay 
their creditors. However, he was allowed to retain a 


property in the Hunter Valley, which was considered too 


remote and of too poor quality to be of any value, but 
which proved to have valuable coal deposits. He engaged 


in’ coal-mining, smelting, and allied pursuits in Newcastle, 


and at his death in 1869 left an estate valued at £100,000 
subject to various mortgages. After disputing a recent 
will, his family eventually gained possession of the estate, 
and a portion of it enabled his son David Scott Mitchell 
to acquire the incomparable collection of Australiana 
which he subsequently presented to the New South Wales 
Government, together with an endowment of £70,000, to be 
housed in the building immediately adjacent to the original 
northern wing of the Convict Hospital, where the donor 
was born in March, 1836. 
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A BIOCHEMICAL AND SEROLOGICAL STUDY 
OF THE GENUS PROTEUS. . ‘ 


By Sureiey V. Keatina, B.Sc., 


Pathology Department, Saint Vincent’s Hospital, 
Melbourne. 


RUSTIGIAN AND Sruart (1945) studied 454 cultures of 
Proteus isolated from various sources, and found that this 
genus could be divided biochemically into four species 
—Proteus vulgaris, P. mirabilis, P. morgani and P. rettgeri. 


Cook (1948), working with 120 Proteus strains isolated 


from human feces, was also able to place his strains in 
four well defined groups as a result of biochemical tests 
and suggested a tentative classification based on these 
(see Table I). Mushin (1950) applied biochemical criteria 
to 217 strains of Proteus isolated from feces, and was 
able to place all organisms in three well-defined groups, 
no P. rettgeri being encountered. Cook’s suggested classi- 
fication is set out in Figure I. 


maltose + - 
mannitol— mannitol — mannitol — 
P. vulgaris P. morgani retigeri 
Fieure I. 


Biochemical classification of Proteus suggested by Cook. 


In this laboratory 224 strains of Proteus isolated from 
various sources were examined biochemically as indicated 


‘in Figure I for species differentiation. Approximately 


23% of these organisms, while similar to each other, were 
unable to be allotted to any one of the four species in 
Figure I. This prompted a further study of these strains 
and their relationship to the remainder of the series. 


Materials and Methods. 
Source of Strains. 


One hundred and twelve strains of Proteus, numbered 
serially as obtained, were maintained on nutrient agar 
slopes at 0° C. to 4° C. The strains were isolated from 
urine, sputum, feces and pus. The term “pus” was used 
collectively for frank pus and for specimens such as 
eye fluids, nasal swabs, prostatic fluids et cetera. One 
strain was isolated from dust, and the sources of six 
strains were unrecorded. A strain of P. retigeri, forwarded 
by Dr. C. A. Stuart, was also included. 

Bacilli were accepted as Proteus if they were Gram- 
negative, hydrolysed urea rapidly, fermented dextrose with 
or without gas and did not ferment lactose. © 


Urease Test. 


Urea agar slopes (medium B, Christensen, 1946) were 
used. The formation of a definite red colour within six 


hours was regarded as a positive reaction. 


Carbohydrate Fermentation Tests. 
The carbohydrates used were dextrose, lactose, mannitol, 


maltose, sucrose and salicin, made up in a concentration 
of 1% in peptone water with brom-cresol-purple as indi- 


cator. Twenty-one days’ incubation was allowed. before a 
result was regarded as negative. 
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Sulphuretted Hydrogen Production. 


The medium used was 2% peptone water. A dried strip 
of filter paper previously soaked in a saturated solution 
of lead acetate and sterilized by autoclaving was placed 
under the cotton stopper of each tube, and the appearance 


of a black stain after twenty-four hours’ incubation was 


recorded as a positive reaction. 


Gelatin Liquefaction. 


Stabs of medium (10% gelatin in nutrient broth) were 
used. After incubation the tubes were placed in the 
refrigerator for one hour before being examined for 
liquefaction. The tests were carried out in duplicate, one 
series being incubated at 37° C., the other at 22° C. 
The first series was examined for three weeks and the 
second for eight weeks. 


Glucose MacConkey Broth. 


Single-strength glucose MacConkey broth was_ used, 
tubes being incubated in a 44° C. water bath for forty- 
eight hours before readings for acid and gas production 
were made. When no signs of fermentation occurred, 
twenty-four hours’ further incubation at 37° C. was given 
as a test for viability. 


Serum Liquefaction. 


Loffler’s inspissated serum was used and the results 
were read after fourteen days. 


Koser’s Citrate Test. 


Tubes of Koser’s citrate medium were inoculated with 
a large loopful of each culture tested. If growth occurred 
in twenty-four hours, sub-cultures were made into fresh 
tubes of the medium, which were then incubated for five 
days. Growth in these tubes was regarded as a positive 
result, 

Miscellaneous Tests. 


The indole, methyl-red, Voges-Proskauer and litmus 
milk tests were carried out in the usual way. 


Inoculations for all tests were made from twenty-four 
hour agar slope cultures, and unless otherwise stated the 
temperature of incubation was 37° C. 


Antibiotic Sensitivity Tests. 


Antibiotic sensitivity tests were carried out by the use 
of nutrient agar plates incorporated with the appropriate 
amount of antibiotic. One loopful of a six-hour to seven- 
hour nutrient broth culture of the organism to be tested 
was diluted in five millilitres of saline, and a loopful 
of this diluted preparation was streaked on plates con- 
taining various concentrations of the antibiotic. As many 

-as nine different organisms, including a control Staphylo- 
coccus aureus (strain F.D.A. 209), were inoculated as 
single streaks on each plate. The concentrations of strepto- 
mycin used were 1, 10, 20 and 500 vy per millilitre, of 
chloranfphenicol 1, 5, 10 and 20 y per millilitre and of 
“Aureomycin” and “Terramycin” 0-1, 1, 5 and 10 y per 
millilitre. Readings were made after overnight incubation 
at 37° C., and results were recorded as the lowest con- 
centration of antibiotic at which growth was inhibited. 


Preparation of Antisera. 


The growth from twenty-four-hour agar slope cultures 
was emulsified in normal (085%) saline, to give a 
turbidity of approximately 2000 x 10° organisms per milli- 
litre, and the resulting suspensions were killed by the 
addition of 03% formalin solution. Rabbits were then 
inoculated intravenously twice weekly with the suspen- 
sions in doses of 0-2, 0-4, 0-6, 1:0, 1-0 millilitre, and finally 
with 1-0 -millilitre of a living twenty-four-hour broth 
culture. The rabbits were bled from the heart one week 
after the final injection, and the serum, preserved with 
chloroform, was stored at 0° C. to 4° C.°: 


Absorptions were carried out by adding varying quan- 
tities of the absorbing organisms to one millilitre quan- 


tities of 1:10 dilution of the serum, the mixtures being 
allowed to stand at 37° C, for one hour and then clarified 
by centrifugalization. Absorbed sera were also stored 
at 0° C. to 4° C. with chloroform as preservative. 


Technique of Agglutination Tests. 


The suspensions used in agglutination tests were pre- 
pared by washing the organisms from a twenty-four-hour 
nutrient agar slope with approximately two millilitres of 
normal saline. A drop of this suspension was added 
to a drop of the serum, suitably diluted, on a slide; the 
mixture was rocked for two minutes and readings were 
made with the aid of a hand lens. A control test was 
carried out at the same time, a drop of saline being used 
in place of the serum. 


Results. 


The series of 113 strains examined comprised 65 strains 
of P. mirabilis, seven strains of P. vulgaris, 11 strains of 
P. morgani, two strains of P. rettgeri and 28 unclassifiable 
strains. The last-mentioned will be referred to as odd 
strains. 

Motility and Swarming. 


The motility of the bacilli tended to be sluggish, some 
strains being non-motile when grown in peptone water 
or broth at 37° C. However, when cultivated in nutrient 
broth at room temperature overnight, all strains were 
motile. 

Ability to swarm was determined on moist 1:75% agar 
plates at 22° C. Those strains failing to swarm were 
retested on 1% agar. Only one strain failed to swarm; 
this was a strain of P. morgani. 


Biochemical Results. 


The majority of the biochemical results are summarized 
in Table IL 

The unusually high percentage of strains, not P. vulgaris, 
fermenting maltose suggested: that the maltose may have 
been impure. Inoculations into maltose were therefore 
repeated, three different brands of this carbohydrate being 
used, and also medium sterilized by Seitz filtration as 
well as by the usual three days’ steaming. The results 
weré identical with all batches of medium. The strains 
were also plated out on maltose MacConkey agar, but 
no non-maltose fermenting variants were detected. 


Acid produced in mannitol by the P. rettgeri strains 
reverted to a trace only in three days, but by six days 
the medium was fully acidified again. 


All strains produced sulphuretted hydrogen in twenty- 
four hours. Production of sulphuretted hydrogen by the 
two strains of P. retigeri could be explained only by the 
variability of results found for this test according to the 
medium used. 

Gelatin was found to be more rapidly liquefied at 37° C. 
than at 22° C. The majority of P. mirabilis strains 
liquefied the gelatin in two days. P. vulgaris strains mostly 
took seven days, and the odd strains were approximately 
equally divided into slow and rapid liquefiers. 

Liquefaction of inspissated serum was likewise more 
easily demonstrated at 37° C. 

Litmus milk was either not attacked or else was turned 
strongly alkaline by P. morgani strains, while the majority 
of the P. vulgaris, P. mirabilis and the odd strains 
decolorized the milk and clotted it; this was followed by 
peptonization. The P. rettgeri strains turned the milk 
strongly alkaline. 

Twenty-nine strains representative of all groups, were 
tested for growth in citrate. All failed to grow. 


Neither strain of P. rettgeri produced gas in carbo- 


hydrate media. The strain isolated here differed from the 
imported strain by producing acid in glucose MacConkey 
broth at 44° C., and in giving a negative response to the 
methyl-red test. 


| 
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Another series of 112 strains of Proteus bacilli, of which 
each strain was tested directly on isolation, was classified 
according to Figure I. Twenty-four strains (22%) were 
unclassifiable, and no strain of P. rettgert was encountered. 


Serological Results. 


Antisera were prepared for three strains each of P. mira- 
bilis and P. vulgaris, two strains of P. morgani, two odd 
strains and the standard strain of P. retigeri (R). 

By the use of doubling dilutions of antiserum, the titre 
of agglutination of each. organism for which an antiserum 
was prepared was determined by slide agglutination. Also 
each antiserum, in a doubling dilution range of from 1:10 
to 1:2560, was tested against organisms from which the 
other antisera had been prepared, to detect evidence of 


One strain of the series P18, biochemically regarded 
as a strain of P. rettgeri, was agglutinated by the anti- 
serum R prepared from the American strain of P. rettgeri, 
and by none of the other antisera. This antiserum was 
made up in doubling dilutions from a titre of 1:5. The 
American strain was agglutinated strongly in all dilutions 
up to 1:40, while strain P18, although agglutinating to 
this titre, did so weakly, the result in 1:5 dilution being 
no stronger than that in 1:40. This indicated a sharing 
of antigens between these two strains, although they 
were not identical. This, together with its biochemical 
behaviour, strongly favoured P18 being a strain of 
P. rettgeri. 

None of the odd strains agglutinated in any of the 
absorbed antisera prepared for the other species. 


cross-agglutination. The results are recorded in Table II. - 


When necessary, absorption experiments were carried 
out to prepare the antisera as free as possible from those 
cross-reactions demonstrated in Table II. 

One hundred and thirteen strains were tested for agglu- 
tination in these absorbed sera diluted 1:10. The results 
are summarized in Table III. 


_ Antibiotic Sensitivity Tests. 


While allowance is made for some variation in sensi- 
tivity from strain to strain with all species, strains of 
P. mirabilis, generally speaking, were almost all completely 
resistant to “Aureomycin” and “Terramycin” and sensitive 


TABLE I. 
Results of Biochemical Tests.* “ 
Glucose 
MacConkey 
3 3 # | 80 Incubation 
Number | 3 at 44°C FI g g 
Sub-Group. Tested, 3 2 3 Days. 3 3 
Acid = 5 
2 ibe BS |$-3| Acid | and Gas g 
S58 3 33 Produc- | Produc- a5 E a5 3 
ats n | | tion. tion, =) ne 
1-2 65 0 0 0 “2 2 
P. mirabilis 65 0 65 |. 65 62 65 0 19 45 = 
1-2 7 0 0 7 4 
P. vulgaris 7 7 7 7 1 7 0 6 0 a r " 
1-2 0 0 0 0 
P. morgani 11 11 11 0 0 3 0 6 1 
1-2 28 0 0 28 28 0 
Odd strains 28 o | 28 | 28 | 23 | 28 0 27 0 
P. retigeri 2 2 2 0 0 1 0 
1 Results for the carbohydrate fermentations were recorded as positive if acid, with or without gas, was formed. 
TABLE II. 
The Highest Titre of Agglutination, with Unabsorbed Antisera, of the Strains Used in Their Preparation. 
Organisms. Antisera. 
Serial \ 
Sub-Group. Number. 78 . 58 112 81 27 70 99 19 16 94 R. 
P. mirabilis 58 1: 160 — = 1:80 = = 
uz — — |1:100 | — = = 
81 — — 1:80 1:10 — 1:10 
P. morgant 
16 1:80 1:40 1:80 1:40 1: 160 1:40 1:1280 | 1: 640 
94 — |1:20 — |1:20 — |1:320 | 1:640 
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to chloramphenicol. Two-thirds of the strains were sensi- 
tive to streptomycin. 


P. vulgaris strains were more resistant to “Terramycin” 
than to “Aureomycin”, most strains being quite susceptible 
to the latter. They were uniformly sensitive to chlor- 
amphenicol, but showed wide variation in sensitivity to 
streptomycin, some strains being completely sensitive while 
others were completely resistant. 


P. morgani strains gave variable results with “Aureo- 
mycin” and “Terramycin”, but the majority were resistant 


to these antibiotics. Results were also very variable for 
chloramphenicol and streptomycin, but with these the 
majority were sensitive. 

In view of the small number of strains of P. vulgaris 
and P. morgani studied, it would be unwise to draw 
inferences from these results. Likewise, with the two 
strains of P. rettgeri studied, all that can be said is that 
these two strains were sensitive to streptomycin and 
chloramphenicol; one strain was sensitive to “Aureomycin” 
and more sensitive to “Terramycin” than the other, which 
was resistant to both these antibiotics. 


TABLE III. 
_ Results of Agglutination Tests with Absorbed Antisera. 
Organisms. Absorbed Antisera. 
P. mirabilis. P. vulgaris. P. morgani. Odd. 
P. 
pecies. retigert. 
Strains. P58 P78 P12 P27 P8i P70 P19 P79 P16 P04 
42 - + - - - - - - - - - 
8 + - - - - - - - 
2 + + - - - ~ 
P. mirabilis 2 - + - - - - - - - + - 
(65 strains). 1 + + - - - - - - - + - 
1 - + - - - - - - 
4 - - - - - - + - 
3 w= - - + - - - - - - - 
(7 strains). 1 - - - - + - - - - + - 
1 - + - - - - - ~ - - - 
1 - + - - - - - - - - - 
17 - - + 
Odd 5 - - - - + - 
(28 strains). 6 ~ - - - + + 
P. 2 - - - - - - - - + 
(2 
TABLE IV. 
Results of Sensitivity Tests with Four Antibiotics. - 
P. mirabilis, P. vulgaris. P. morgani. Odd. P. rettgeri. 
a 
.| 
1 10} 2 wt.a 1} 10] 1] 1 20} 20} 10|>10| 1 1} 5| 10 
19 10] 5 |>10 |>10| 1 5| 5|>10| 2 | 10) 5] 10/ 1 |>500) 1/ 10/ 1 | 10] 10 |>10|>10 
15 | 10} 10|>10|>10| 1 6|>10|>10| 4 | 10| 5] 10] 2 20/ 1] 5 
4 10} 20 |>10 |>10} 1 10/ 5] 5 1 10} 10|>10|>10| 1 5| 5| 10 
8 |>500| 10|>10|>10| 1 | 10} 5| 10|>10| 1 | 10] 20|>10/>10| 4 |>500| 10| 5| 5 
7 >500} 5 |>10|>10; 1 |500/ 56] 5| 10] 1 | 20] 20|>10|>10| 5 |>500/ 10/ 10 
4 >500| 20 |>10 |>10 1 500 5 10 |>10 1 20 |>20 |>10 |>10 1 |>6500) 20 5 1 
2 | 500} 10 |>10 |>10 1 20} 5] 5 
2 20) 20 |>10 2 |>500) 20 5 10 
2 1) 5 |>10 |>10 3 |>500| 10| 10 
1 1} 5 10 1 |>500/>20| 5| 5 
6 |>500) >20 5 10 
65 7 11 28 2 


> 
i 
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TABLE V. 
Source of Strains. 
Sour ‘ce. 
Number of 
Urine. Sputum. Feces. Dust. Unknown. 
P. mirabilis 141 70 9 5 48 1 8 
P. vulgaris. . 13 7 1 2 2 0 1 
P. morgani 17 8 1 6 +3 0 0 
P. rettgeri 1 0 0 0 1 0 0 
Odd 52 37 0 0 9 0 6 


The odd strains were almost uniformly resistant to 
streptomycin, mostly sensitive to “Aureomycin” and “Terra- 
mycin”, and variable in response to chloramphenicol, 
about 60% of strains being resistant, 


The results are summarized in Table IV, where results 
are recorded as the lowest concentration of antibiotic in 


¥ per millilitre inhibiting growth. 


From the work done here, it will be seen that if Cook’s 
table is used to subdivide the genus into four groups, 
there is still a fifth group which cannot be classified and 
which includes a fairly high percentage of strains. 


Examination of the source of this group (see Table V) 
showed that a higher percentage occurred in urine than 
in any other material. The absence of strains of this 
nature in the work of Cook and of Mushin may have been 
due to the isolation of their strains from feces only. 


Biochemically, this group of organisms resembled P. 
vulgaris in fermentation of maltose, P. mirabilis in failure 
to produce indole and both these species in liquefaction of 
gelatin. It showed greater similarity to these species 
than tg either P. morgani or P. rettgeri, as these latter 
produce indole and neither liquefy gelatin nor ferment 
maltose. The results of other biochemical tests proved 


on the whole too variable to be of value in comparing ~ 


species. 

Results of the agglutination tests, though on a small 
‘number only of some species, were sufficient to verify 
what has long been known—that serology offers no simple 
means of classifying strains in this genus. However, the 
odd strains were agglutinated only in the absorbed anti- 
sera prepared for their own group, and they showed no 
cross-reaction with the other species. Hence, in the series 
studied an organism biochemically classified as an odd 
strain could be verified as such serologically, although the 
reverse of this did not always apply. 


‘The results of the antibiotic tests gave further support 
to the view that the odd strains formed a distinct group. 
The findings for the four recognized species agreed in 
broad outline with the results of Potee and his co-workers 
(Potee, Wright and Finland, 1954). However, the odd 
strains differed from these species in being uniformly 
resistant to streptomycin and sensitive to “Aureomycin” 
and “Terramycin”, and in showing greater resistance to 
chloramphenicol. 

As the pattern of sensitivity to antibiotics of Proteus 
strains seems to be correlated to some extent with their 
classification into four species (Poole, 1954), so the pattern 
for these odd strains is sufficient to delineate them from 
the other species and correlates with their different bio- 
chemical and serological behaviour. 

The results of biochemical, serological and_ antibiotic 
sensitivity tests would indicate that the odd strains were 
a group distinct from the other species rather than 
variants of any one particular species. 

The classification put forward by Cook to differentiate 
species by biochemical tests would have to be modified 
to accommodate these strains, and it is proposed that, in 


view of the variability of the results for gelatin. liquefac- 
tion and sulphuretted hydrogen production, these tests be 
erased, as they are not essential for any specific differen- 
tiation. Once an organism has been recognized as a 
Proteus by rapid hydrolysis of urea, P. vulgaris, P. mira- 
bilis and the odd strains can be differentiated on maltose 
fermentation and indole production alone, while fermen- 
tation of mannitol is a further requisite to distinguish 
between P. morgani and P. rettgeri. The proposed modi- 
fication is given in Figure II. 


maltose tose — 
P. Odd strains =P. P. morgant P. retigert 
II. 


Proposed simp lified table for species differentiation of Proteus. 


Summary. 


1. Evidence is produced for the existence of another 
sub-group in the genus Proteus, which is distinct from 
the four already recognized—P. mirabilis, P. vulgaris, 
P. morgani and P. rettgeri. 


2. The members of this sub-group both ferment maltose 
and fail to produce indole. They give serological reactions 
which differentiate them from the other sub-groups, and 
they show a different pattern of sensitivity to antibiotics, 
in particular a greater resistance to streptomycin. 


3. A classification is proposed for the differentiation of 
the five sub-groups of the genus, based on simple bio- 
chemical tests. 
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MATERNAL UNDERSTANDING AND. THE PHYSICAL 
_ HEALTH OF BABIES. 


By Mary McLELLAND, 
Department of Social Work, University of Sydney, 
AND 
F, W. CLEMENTS, 


Institute of Child Health, University of Sydney, 
ydney. 


Our thesis is that there is a direct relationship between 
the good physical health of a baby and the ability of his 
mother to observe and meet his needs in evolving her 
routine in connexion with feeding, sleeping, elimination, 
crying and general management. 


This hypothesis had been tentatively advanced during 
the planning of a pilot study designed to investigate 
methods which might be used in a long-term study of the 
physical and emotional development of a group of children 
in Sydney. We were gratified to find that many of our 
data supported this hypothesis and will bear reporting on 
their own merits. The areas for which the most significant 
data emerged were feeding, crying, and to a less extent 
sleeping. The infants were probably too young at the 
time of the study for differences in maternal attitudes and 
practices in respect of the infants’ elimination habits 
to have a significant effect upon the infants’ physical 
health. 


The purpose of this paper is to present the evidence in 
support of the thesis, discuss its relationship to some 
current theories of child development and consider its 
implications in the teaching of medical undergraduates 
and infant welfare nurses. 


THE MATERIAL OF THE STUDY. 


In cooperation with the New South Wales Department 
of Public Health, Maternal and Baby Welfare Division, we 
set up the study in a baby health centre in one of the 
western suburbs of Sydney. The nurse in charge of this 
centre became an important collaborator, particularly in 
maintaining the interest of mothers who were cooperating. 
It was decided to study the first 30 babies brought to the 
centre for the first time during August and the first week 
-of September, 1953, who were the products of single births, 
who had been born not earlier than July 13, 1953, and 
whose parents lived in the district served by the baby 
health centre. 


Of the 30 eligible mothers, six did not take part in the 
study. Three were prevented by situations beyond their 


control, and three showed some emotional resistance. It ° 


is possible that the mothers and babies who withdrew 
would have contributed significant data; but since no 
pediatric or social case work service was offered to help 
deal with disturbance arising out of participation, refusals 
had to be accepted. We were left with a group of 24 
babies—half male and half female. 


METHOD. 


This was a combined study by a social worker and a 
pediatrician, in which each collected data in his own field. 
We accepted joint responsibility for the general design of 
the study. Frequent discussion during the planning stages 
ensured that each knew the contents of the other’s schedule 
of investigation. These consultations continued during the 
collection of data. Apart from the skill and experience that 
each brought to the whole study, the collaboration ensured 
a more complete coverage of the areas marginal to the 
fields of each worker. 


There is a singular absence in this study of what is 
traditionally known as social material—such as informa- 
tion on housing, income, family relationships and so on. 
No attempt was made to take a structured family social 
history, but the social worker designed part of her schedule 
to take relevant history as it was offered spontaneously 
by the mother. When the pediatrician detected items in 


the physical history or examination of the child which 
required or challenged further elucidation, the social 
worker became more directive in seeking relevant psycho- 
social history. 

Because of the age of these babies at the time of the 
study, more information about feeding was available than 
from other areas of management. However, extensive 
experience with infant feeding problems over many years 
has left one of us (F.W.C.) with the strong feeling that 
factors other than the purely mechanical aspects of feeding, 
either natural or artificial, operate in not a few babies who 
are presented with what are apparently feeding problems. 
The need to explore this idea further was taken into 
account in the planning of this study. We placed the 
emphasis on the factors which might affect the inter- 
personal relationships of a mother and baby from day to 
day. We looked therefore at what happened particularly 
when a baby was fed, but also when he was put to bed, sat 
on the pot, given his bath and so on. We believe that 
what the mother makes of these situations forms the 
earliest habitat of social and emotional development. An 
attempt was made therefore to examine them and relate 
the findings to an assessment of the baby’s physical health. 
growth and development. 


The Social Worker’s Method. 
The Collection and Recording of Data. 


The social worker collected, during interviews with 
mothers, material about the daily events in the baby’s and 
mother’s lives. The bulk of the information was taken for 
the period in which the baby was aged between twelve and 
sixteen weeks. Each mother was interviewed, generally at 
home, three times, with an interval between interviews of 
two to four weeks. Data were collected about four main 
areas of a baby’s behaviour—feeding, sleeping, crying and 
elimination. 


In respect of feeding, the details sought included the 
kinds of food given, times between meals, the length of a 
meal time and the period spent in taking the food, the 
position assumed by the mother, the presence and timing 
of the let down of the breast milk and the method and 
kinds of supplementary food given. In addition, informa- 
tion was obtained about the interruptions to sucking, which 
included the nature and,timing of the rhythmical breath- 
suck-pause cycle, the presence of gulping with its effect 
pe the infant, and its relationship, if any, to the draft 
reflex. 


For sleeping, we noted the longest and soundest sleeps, 
where the baby slept, his distractibility and how he was 
wrapped. 


The pattern of crying was studied in some detail. Notes 
were made about the times of the day when it most 
characteristically occurred, and the nature of the sound 
and movements. The number of cries a mother could dis- 
tinguish, what they were like and what they meant were 
recorded for each mother. For a mother to be credited 
with the recognition of a specific type of cry she had to be 
able to describe it in terms of either sound or movement 
and say what relieved it. 


In respect of elimination, we noted the frequency of 
bowel movements, the times of day when they occurred, 
and whether or not the mother held the child out on a pot. 


Each mother .was interviewed—and when _ possible 
observed with her baby—more than once, not because such 
a wide variety of data was collected, but because it was 
planned to make an assessment of the way a mother 
adapted herself to her baby. Thus we obtained a series of 
cameos of the characteristics of, several stages of the 
development of each child and of the way in which each 
mother responded to new demands from her baby as he 
grew. 


Information about the mother’s handling was recorded 
descriptively on forms divided into sections which corres- 
ponded with the sections of the schedule where factual data. 
about the baby were entered. The baby’s schedule con- 
tained an objective statement of situations, and the descrip- 
tive forms recorded the ways in which these situations 
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arose and were handled by the mother, and the effect of 
these actions on the baby’s behaviour. F 


The Classification of the Social Worker's Material. 


Classifying data about the mother’s handling presented 
some difficulty. The exploratory nature of the project 
demanded that as much relevant material as possible 
should be collected, and we had little or no guidance in 
classification from previous studies of the mothers of such 
young infants. Finally, mothers were rated according to 
the degree to which they observed the baby’s behaviour, 
assessed its meaning and acted on their interpretation. 
Their rating was reduced as they acted out of their own 
needs by trying to force the baby to conform to some 
standard. This was often attempted by the employment of 
a number of stereotyped rules which, even if sound in 
general, might not apply to the specific needs of the par- 
ticular baby at a given moment. These actions were not, 
in fact, related to the baby’s observable behaviour. 


Examples of actions taken in response to gulping, for 
which the mothers scored high ratings, were as follows: 
(i) When gulping occurred early in a feed following a 
thick, strong flow of milk from the breast—the mother 
removed the baby until the flow subsided. (ii) Although 
the baby was gulping early in the feed, the milk was 
coming evenly or in several fine, well-spread jets—the 
mother recognized that the baby could cope with it, and 
he was left on the breast. . (iii) Even when the baby was 
gulping with a strong flow, if he held on hard to the 
breast when attempts were made to remove him, and if he 
screamed and became breathless when taken off, indicating 
either fear of losing or a desire to cope with the milk—he 
was left on the breast. (iv) If the mother found that the 
baby dealt with a strong flow of milk better when she was 
lying down so that the excess could run out of his mouth— 
the mother fed him lying down and allowed him to manage 
the flow himself. 


In the rating of the mothers, the effect of their action on 
their babies was taken into account. Evidence was sought 
which showed that routines were stabilized as a result of 
the actions taken, or were varied without bringing dis- 
comfort. The baby’s physical health was not taken into 
account when the mother’s understanding of his needs was 
being rated. Since it was intended to relate these two 
variables, they were held independent. We were able to 
classify the mothers into the following three categories, 
_ based on the origin of their actions. 


Category I: responsive; this contains those mothers 
who evolved their feeding routines in response to the 
observed needs of the baby. 


Category II: experimenting; this comprises those 
mothers who paid attention to their baby’s behaviour, but 
who had varying success in their attempts to formulate 
actions to meet the baby’s needs. They were generally the 
mothers thrown into temporary disorganization when con- 
fronted by changes. -In experimenting to find an appro- 
priate routine, they frequently exposed the baby to 
prolonged discomfort before arriving at a _ satisfactory 
solution. In addition, they all made fewer observations 
than the responsive mothers. 


Category III: confused; this contains those mothers who 
alternated between the application of stereotyped routines 
and attempts, generally unsuccessful, to act on their 
observations. As a consequence, no stable pattern was 
observable, and considerable confusion existed in their 
handling of their babies. 


The Peediatrician’s Method. 


The pediatrician saw the babies with their mothers on 
a number of eccasions when the infants were between the 
ages of five and twenty weeks. At the first visit, which 
took place when the babies were aged between five and 
nine weeks, the history of the pregnancy, the labour, the 
health and well-being of the baby from birth to the time 
of the interview was recorded. At each visit the mother 
was invited to discuss any problem she had in the care 
and management of the baby. (It was noteworthy how 


frequently sep Benson limited her initial comments and 
questions to physical health or illnesses; direct questions 
had to be put to the mother about his behaviour, including 
sleeping, restlessness and crying.” 


The medical examination of the baby did not include 


only the usual systems, but an attempt was-made to assess. 


the level of physical and social development. A radiograph 
of the wrist was taken of most babies. Signs to which 
particular attention was paid included the child’s appear- 
ance, whether he appeared happy and contented or anxious 
and fretful, the colour of the skin and mucous membranes, 
the degree of activity, the response to the examiner, 
including smiles, and the quality of the muscle tone. The 
weight curve from birth was studied. 


Although the medical examinations were originally 
intended to be fact-finding, it subsequently happened that 
minor therapeutic procedures were suggested for a number 
of babies. These were mostly in connexion with feeding 
practices, and they were conveyed to the mother through 
the nurse. The results of these were noted at subsequent 
examinations and were used to aid in the diagnosis. 


OBSERVATIONS. 
Physical Health of the Babies. 


Although none of the infants suffered from serious 
physical disease during the period of the study, the rate of 
growth and the physical appearance varied considerably. 
On the basis of the history, the physical examination and 
the progress of the weight curve, the 24 babies were 
divided into two groups—the satisfactory and the unsatis- 
factory. 


The sattatackecy group included the infants whose 
physical health, nutrition and, so far as could be judged, 
emotional health were satisfactory. In addition, there 
were three infants who for a short period had retarded 
growth due to insufficient food. Four other babies had 
satisfactory physical condition and nutrition, but each 
exhibited one or more signs which have been considered 
by some authorities to be associated with emotional dis- 
turbance. These signs included retarded social develop- 
ment, intense thumb sucking, vomiting which the family 
doctor thought “due to the mother’s anxiety and tension”, 
a history of struggling against the breast during the first 
two months of life. The four infants all showed satis- 
factory growth and health, and the signs either disappeared 
or were much reduced during the study. There were 19 
babies in this whole group. 


The unsatisfactory group included those infants whose 
progress from birth to the first examination and whose 
physical condition at each examination were considered 
unsatisfactory. These babies were examined four or five 
times during the study. There were five babies in this 
category. The significant points in the pre-natal and post- 
natal history of each of the babies in this category are 
given below with the social history. 


Mother’s Health. 


It is now recognized that the mother’s health and her 
nutritional status during pregnancy, and possible 
trauma inflicted on the baby during the birth process, ma 
have pronounced effects on the physical health of the infant 
in the post-natal period. These associations were investi- 


gated in this series. Significant relationships were not: 
found between maternal health and the health of the baby, - 


or between maternal nutrition and the health of the baby. 
The former can be explained by the relatively high stan- 
dard of health. Although the health during pregnancy of 
ten women was classed as unsatisfactory, the departures 
from normal were not pronounced, and all these women 
received adequate medical care, some of which was no 
more than prophylactic. Although the diet of four women 
during their pregnancy has been judged to be borderline 
and that of one to be unsatisfactory, the deficiencies were 
relatively minor compared with those found by overseas 


- investigators to be associated with recognizable changes in 


the infants’ health (Ebbs, Tisdall and Scott, 1941; Burke. 
Beal, Kirkwood and Stuart, 1943). 
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Although the effects on the baby of the birth process 
ranged from minimal to severe (three infants), we did not 
find a significant correlation between these effects and the 
subsequent health of the child. It is possible that the 
child’s post-natal health may be the result of the cumu- 
lative effect of events in the pre-natal and natal phases. 
This was tested, and showed the absence of a consistent 
pattern in either group. 

Feeding. 


The nature of the feeding of 24 babies, aged from twelve 
to sixteen weeks, was as follows: totally breast fed, 13; 
Wg artificial complement, three; totally artificially fed, 
eight. 

All the babies were initially breast-fed for at least a 
few days. The three mothers who were giving a com- 
plement had breast-fed their babies entirely until they 
were at least ten weeks old, and had persevered with the 
complement for four weeks. None of the eight who were 
artificially feeding their babies had given any breast milk 
beyond the age of nine weeks, and none had complemented 


the feeding for as long as four weeks. All the babies were. 


normally on a four-hourly feeding schedule, but a little 
less than half of them were occasionally fed. up to thirty 
minutes early if they were hungry ahead of time. 


Crying. 

We did not record the total length of time during which 
a baby cried on the days for which data were collected, 
but we have a general picture of the crying habits of 
each child. All but four babies cried regularly for a while 
in the afternoons—the characteristically restless period of 
the child’s day—and nine of them cried at no other time 
of the day. The next most typically restless period was 
very early in the morning, when eight cried regularly. 


It is, of course, begging the question to say that a baby 
cried for something. The only clue one has for a baby 
is in the action which apparently stops crying. Between 
the ages of twelve and sixteen weeks all but three babies 
would sometimes stop crying when played with or when 
given some contact with their mother which was not 
designed to meet any need but an assumed desire for 
human company. Thirteen of the babies did not cry regu- 
larly for any other need beyond this. Five of the babies 
needed much attention to stop their crying; from time 
to time throughout the day they regularly needed company 
and comforting, food and water or orange juice, and the 
mother often had to give the baby a dummy to ensure 
reasonably long periods of freedom from crying. The 
pattern of crying is shown in Table I. 


TABLE I. 
Methods Regularly Used to Stop Crying. 
Number of 
Method. Babies. 

and 3 
Comforti ng and giving food food and. dummy 5 

Total 24 


Maternal Understanding of Infantile Needs. 


By the use of the criteria described in “classification of 
the social worker’s material”, three separate ratings were 
made for each mother of her understanding and handling 
in feeding, sleeping and elimination. These were not com- 
pounded into one judgement of her general understanding 
of her child. This was because her handling sometimes 
showed considerable astuteness and sensitivity in one 
area—for example, feeding—and the exact in 
another—for instance, elimination. 


Feeding. 


The observations used in these evaluations covered not 
only the feeding situation,-but the interval between feeds, 


~ 


particularly crying, which is so frequently associated with 
hunger. The relationship of the mother’s understanding 
of infantile behaviour in and about the feeding situation, 


‘classified in the categories listed above, to the physical 


health of the baby is given in Table II. 


TABLE II. 
Maternal Understanding in Feeding and Standard of Physical Health of Baby,* 


Physical Health of Babies. 
Level of Maternal Understanding. 
Unsatis- 
Satisfactory. factory. 
Responsive (13 mothers) .. 13 
Experimenting (4 2 2 
Confused (7 mothers) se cs 4 3 
Total 19 5 


1P is less than 5%. 


It will be noted from this table that more than half the 
mothers are rated “responsive”, at least as far as their 
routine in feeding is concerned. The baby health centre 
which the mothers attended, like most baby health centres, 
focuses attention on methods and requirements in infant 
feeding. The attitude of the nurse at this centre to the 
mother was in general to help her to learn to observe her 
baby. Only infrequently did she give a mother a set of 
instructions or rules to follow. It is probably for this 
reason that this group is distributed as it is according to 
our criteria. 

Crying. 


The mother’s reaction to crying supplied much detailed 
information about crying and particularly crying in 
relation to feeding. It also gave us considerable insight 
into the mother’s understanding of her baby. The range 
of cries distinguished on these criteria was between five 
and zero, with the modal group falling on three. The 
difference between the diagnostic capacities of the mothers 
is shown in Table III. 


TABLE III. 
Types of Cry Recognized by Mother and Physical Health of 


Health of Babies’ Mothers. 
Number of | Number 
of of 
ies.? Babies. Unsatis- 
Satisfactory. factory. 
5 1 1 
4 3 3 — 
3 12 10 2 
2 6 5 1 
1 1 _ 1 
0 1 — 1 
Total .. 24 19 5 


1p ae than 2%, rows being combined as 


indica 
2The five types of cries identified by one 
mother are described in the text in the section 


on “Crying”’ 


The mother who could distinguish five different kinds of 
cries was an extremely competent observer. However, she 
could not describe her baby’s hunger cry. This was almost 
certainly because she knew that when he turned his head 
from side to side and sucked in his cheeks it meant that 
he was hungry. This was a well-nourished, breast-fed 
baby who apparently exhibited this symptom with 


monotonous regularity every four hours and never needed 
to cry for food. The five cries which this mother had noted 
were described as follows: colic, a sharp cry; wanting to 
be played with, a loud persistent cry with tears; to be put 
down when being handled, 


whimpering; wet napkin, 


| 
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spasmodic and grizzling; advancing sleepiness, whimpering 
tailing off into silence. 


Multiple Observations by Mothers. 


There is another significant aspect to this comparison 
between mothers of satisfactory and unsatisfactory babies. 
It lies in the nature of the observations. Those made by 
the mothers of the satisfactory babies, apart from being 
numerous, were often astute. In addition, these mothers 
showed a capacity to relate a number of events and 
incidents to each other. This did not apply to the obser- 
vations made by the mothers of unsatisfactory babies, For 
instance, a number of the former were able to add to their 
observations of their baby’s sucking, those concerning the 
let-down of their milk, the time when it came, the strength 
of the flow, the number of ducts through which it was 
secreted and the spread and fineness of the streams. All 
these are events which vitally affect the way in which the 
baby gets his milk, and which are probably almost as 
important as the simple fact of getting it. 


REPORTS OF CASES. 


To pull together and illustrate the material from which 
we have drawn our deductions, we present in brief the 
histories of seven infants. The records of the five babies 
rated by the pediatrician as unsatisfactory are given with 
some detail. 


Casz 110.—The mother was responsive. The boy baby, 
Lester, had two older sisters, aged six and four years respec- 
tively. The baby’s physical health was satisfactory. 


Lester was not planned, but seemed, even before his 
arrival, to have been wanted. His mother enjoys children. 
The mother had well-established lactation and took positive 
pleasure in the physical part of the act of breast feeding. 
The baby was ready for food every four hours, and it was 
unnecessary to wake him for feeds, although he would 
occasionally have a five-hour break after a big feed. Between 
the ages of eight and seventeen weeks he began to take his 
food more and more quickly. While the flow of milk was 
strong and coming in three streams he fed lying down, 
coughing out excess milk and resting of his own accord. He 
was interrupted only to bring up wind. As the flow of milk 
from the breast became less and came in one stream, his 
mother gat up to feed him. At no time did he gulp. 


When his sucking time had become shorter—that is, he 
sucked for a shorter time—he was only once encouraged to 
continue feeding; as a result he possetted. His mother was 
guided by his initiative thereafter, and his weight curve 
continued to increase normally. By the age of seventeen 
weeks he was grasping firmly with both hands. and was able 
to feed himself his orange juice out of a small bottle. 


Physically he was not an animated baby except in facial 
expression. He did not need to be firmly wrapped since 
he did not wriggle, and his mother devised a tent-like 
blanket covering to keep him warm. 


Up to the age of eight weeks he had small frequent 
motions after his feeds. He was not held on the pot at this 


stage because he seemed to enjoy lying in his soiled napkin ° 


for a while. He cried when changed immediately. As his 
bowel habits became less frequent and regular and he 
became more sociable in general, he was held on the pot at 
the relevant time. He enjoyed this too; his sisters talked an 
played with him while he sat. ; 


His mother could distinguish three kinds of cries. He 
was not an insistent crier. After eight weeks he seldom 
cried for hunger, by thirteen weeks he cried only for some 
human company, and by seventeen weeks he was described 


as virtually only “whinging” for a while in the late after- 


noons. He was not handled much; he had been an inactive 
fetus. He was a quiet baby, but responded with irritation 
to being moved about. The mother deliberately restricted 
her handling to times for feeding, bathing, et cetera. 


Case 207.—The mother was experimenting. The baby was 
a male, Frank, a first baby, and planned. His physical 
health was satisfactory. 


This mother was not well during much of the time when 
she was known to the social worker. She had developed an 
anemic condition which had quickly responded to medical 
treatment. Before her marriage she had had an hysterical 
condition—cramp with numbness in her legs whenever she 
was faced with a need for prompt action or the necessity 
to do anything which made her angry. She has apparently 
recovered completely and has considerable insight into the 


causes. This symptom was a defence against an angry or 
impetuous action. She no longer needed this defence 
mechanism, but as might be expected, she acted rather 
impulsively, and showed during the early weeks of her baby’s 
life a tendency to become disorganized in the face of frus- 
tration or a new situation. 


By the age of eighteen weeks, Frank was given more 
cow’s than breast milk. However, his mother observed that 
he nuzzled against her breast during pauses in bottle feeding. 
She continued to give what milk she had, since he clearly 
enjoyed the contact. At first he took the bottle slowly, and 
began to feed faster very suddenly until his mother dis- 
covered she had enlarged the hole in the teat far too much. 
The explanation of this change took some time to occur to 
her. 

The chief interruption to feeding was sleepiness. At first 
this was dealt with by taking him off the breast suddenly. 
He awoke quickly. Then his mother observed that he started 
a feed with a clenched fist and relaxed gradually, tightening 
up again if there were outside interruptions. She worked 
it out that to waken him gradually would bring a resump- 
tion of sucking just as quickly, but without a return to the 
tense position. She would, therefore, talk to him, and tickle 
his toes or his chin. 


Difficulties with feeding preoccupied this mother, but she 
approached elimination comfortably with support from the 
health centre. The child was not held on the pot until his 
bowel actions became more or less regular. She judged the 
time to be appropriate when he grunted and strained, but 
she would not leave him on it if the motion took a long 
time. She would allow him to soil a napkin if he became 
restless and fatigued. 


This baby was extraordinarily active; at eighteen weeks 
he pivoted on his stomach and could move forward by 
pushing on his feet. If he was not asleep he was jigging 
around. His mother did not put him in his crib after a 
feed until he showed signs .of sleepiness. She gave him a 
good deal of handling therefore at feed time, but seldom at 
any other time. She came gradually to see that handling 
for him needed to be directed towards pacifying. 


He had four kinds of well-defined cries, and waking on 
time for feeds he forthwith bellowed. It was probably 
because of this apparent hunger that his mother would not 
let him oversleep, but she was not aware of the fact in 
specific terms—she just wanted to stop the noise. 


This mother was placed in Category II, “Experimenting”, 
because of her handling of the teat episode, and because she 
was slow to recognize how she could assist the baby to 
become relaxed in feeding by modifying the abruptness 
with which she woke him. 


CasgE 208.—The mother was experimenting. The baby was 
a female, Jane, a fourth child. Her physical health was 
unsatisfactory. She had been breast-fed for nine weeks, and 
then a complement had been given for six weeks. Her 
weight curve was one and a half to two pounds below 
standard, owing to periods when her weight was stationary 
and to periods of inadequate gains. She was a thin, pinched 
child with a bluish facial appearance and poor muscle 
development, with little subcutaneous fat. 


This: mother was warm and affectionate with her four 
children. She had some outside social interests, but seemed 
to become tired keeping up with them. She had a tendency 
to dwell on the physical ills of herself and her relatives, 
giving the most bizarre accounts of the etiology of their 
various conditions. She made astute observations about the 
relation between her flow of milk, the baby’s gulping, the 
position in feeding and the baby’s ability to deal with the 
flow. When once the baby let go the nipple to gaze around, 
she was observed to come back of her own accord and did 
not need encouragement. However, this mother could not 
describe how she discerned whether or not the baby needed 
or wanted a complement. She did give a complement irregu- 


larly for a variety of reasons, none of which were the out- _ 


come of her observations of the baby. She believed that the 


’ baby would not take a bottle in her arms; she would have it 


only when propped in her pram. This baby fell asleep when ~ 


being artificially fed, so it seems probable that she did not 
receive the necessary complement. One would also hazard a 
guess that some of this mother’s inability to make relevant 
observations over complementing was inhibited by dis- 
appointment over the failure of her milk supply. 


Although she-was not disturbed easily when once asleep, 
the baby went to sleep more quickly when kept away from 
the hurly burly of her three brothers. But in spite of the 
fact that she always got her arms out of the wrappings and 
did not wake, she was always wrapped with them tucked in. 
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Her mother made no observations about elimination except 
that she would have been apprehensive if it had not been 
regular. 

This mother was placed in Category II, because although 
she made astute observations when the baby was feeding 
from the breast (this alone would have placed her in 
Category I) and made observations in respect of her baby’s 
need for a complement, it seems certain that she drew 
distorted inferences from the latter, and in acting upon 
them failed to satisfy the baby’s needs. 


Case 204.—The mother was experimenting. The baby was 
a female, Annette, a third child, who was breast fed for one 
week and then weaned. Her physical health was unsatisfac- 
tory. Her weight gains were unsatisfactory. Her facial 
appearance alternated from pale to bluish, and pinched; she 
had retarded physical development and poor musculature. 


It was very difficult to build any picture of Annette. She 
was never shown off to the social worker, and was said to 
maintain a regular pattern of being hungry every four hours, 
sleeping through the night, taking twenty minutes to suck 
at her bottle and bringing up wind after ten minutes. The 
only observation about feeding leading to action on the 
mother’s part was that the baby released the teat so that 
the bottle could be tilted to let air in; otherwise she rested 
regularly with the teat in her mouth. 


The best integrated observation by the mother concerned 
sleeping. The baby became restless if she wriggled free from 
her wrapping, so sleep was found to be induced most effec- 
tively when she was firmly wrapped. All cries sounded 
similar to this mother. She judged their meaning by the 
hour of the day. Annette was not planned, and furthermore 
her mother had never wanted a girl, but said that she 
“would not part with her now”. Although the mother was 
good tempered and affectionate with her large, robust-looking 
sons aged three and a half and one and a half years, she 
gave the impression of not enjoying her children very much. 
This mother showed no enthusiasm whatever in discussions 
about the baby, who seemed under-stimulated. 


This mother was placed in Category II because of the 
limited number and extreme simplicity of her observations. 
It is doubtful whether she really adapted herself to the 
baby’s waking and sucking behaviour; her statements in 
this regard are probably rationalizations. On the other 
hand, it is impossible to find evidence of her attempts to 
impose external standards on the baby. 


CasE 214.—-The mother was confused. The baby was a 
male, Robert, a first child. His physical health was unsatis- 
factory. This child was examined many times. He was 
breast fed with a complement to eight months. The weight 
curve of this baby was very irregular, but generally above 
the standard. The mother repeatedly complained of feeding 
difficulties from the time when the baby was aged a few 
weeks until the observations terminated at the age of forty- 
six weeks. He appeared an unhappy baby with soft, flabby 
tissues. At each visit the mother showed deep concern 
about a variety of defects or problems that he presented or 
that she imagined he had. There are strong reasons for 
believing that she carried out few of the instructions given 
her either by the pediatrician or by the nurse. The mother 
reported that Robert had a number of mild attacks of 
diarrhea. Some doubts were felt by the pediatrician that 
these were more than normal loose bowel actions. 


This mother’s behaviour in general, as well as in relation 
to her baby, was seriously disorganized. No integrated 
actions in feeding could be found. Robert was fed four- 
hourly whether or not he became hungry earlier. If he cried 
before the end of the four-hour interval, his mother would 
attempt to quiet him by playing with him. The length of 
his feed time was variable and often extremely long—never 
less than an hour. His interruptions to sucking were 
numerous—he gulped early in the feed and later fell asleep. 
If he choked he was taken off the breast, but if he slept 
nothing was done, since it was generally at a time when his 
mother had also dropped off. When he was twelve weeks 
old he was observed by the social worker to fight the 
breast—arching his spine, thumping the breast with his fist, 
turning his head away and finally biting the nipple. When 
he rejected the breast after about twenty minutes his mother 
persevered for about another twenty minutes, trying to force 
the nipple back into his mouth. In this connexion it is 
interesting to note that this mother’s nipple did not protrude 
at the touch of the baby’s lips. The baby never quite emptied 
the breasts, and his mother did this with a breast pump very 
energetically, almost aggressively, after each feed. 


She had observed his left tonic neck reflex, and constantly 
attempted to straighten it or, if he was being put to sleep, 


placed him on his right side, turning him back to this side 
if he wriggled on to his left side. By the time he was 
sixteen weeks he could, while lying on his back, push on his 
heels and raise his buttocks very slightly. Whenever he was 
seen by the social worker to be doing this he was laughing. . 
His mother, however, was panic-stricken by this develop- 
ment, since it followed a trivial accident in his perambulator 
(in which the baby was tipped, rolled up in his bed coverings, 
from the body of his pram into the cover). She thought 
that his back must have been injured, and could not be 
reassured. 

The baby badly needed to be circumcized, but the parents 
were very antagonistic to the advice and did not take it. 
Changing napkins then became a frequent and rather 
elaborate performance, the mother over-stimulating her baby 
by rubbing the ano-genital region vigorously with oil and 
powder. 

She had not wanted this baby, and had said so for several 
days after his birth, while beforehand she had threatened 
to kill him. Some years before she had had her first preg- 
nancy illegally terminated. She referred to this several 
times and was clearly consumed with self-reproach over it. 
Both she and her husband had had extremely damaging war 
experiences, and came from eastern and central Europe, 
respectively. 

This mother was placed in Category III because of her 
vacillation between attempting to impose stereotyped rules 
(for example, rigid four-hourly feedings) and her failure 
to draw the most obvious inferences from her observations 
of the baby’s behaviour (for example, when he clearly 
showed that he was no longer hungry). 


Case 109.—The mother was confused. The baby was a 
male, Richard, a first child. His physical health was unsatis- 
factory. He was breast fed to the age of twelve weeks, and 
then weaned. His progress was satisfactory to the age of 
eight weeks. From then to the age of twelve weeks his 
progress was irregular, with smaller than average weekly 
increments, so that the weight curve diverged from standard. 
Examinations at the ages of three, four and five months 
showed him to be a thin, over-active child with poorly 
developed muscles, who was difficult to feed. The conclusion 
was reached that this child did not eat enough, although 
several attempts were made to increase his food intake by 
the use of concentrated food—for example, dried skim milk 
made into a cream. 


This mother’s capacity to make observations on her baby’s 
feeding needs deteriorated after he was aged eight weeks. At 
this time she saw that he fell asleep at meal times if he was 
not allowed to sleep as long as he liked. 


When he was nine weeks old her milk supply failed sud- 
denly; she experimented with three kinds of dried milk in 
three weeks and gave him a teat with such a small hole that 
he took: twenty minutes to take three ounces, much of which, 
because of all the air he had swallowed, he often possetted. 


The teat with the small hole was given to him to prevent 
gulping, which his mother remembered had occurred when he 
was breast-fed. She had had a strong let-down of milk. 
When giving him his bottle she removed it from his mouth 
every two minutes or so; it came out very noisily, because he 
was holding on to it hard with his lips and gums. She noted 
that he was restless without a firm over-rug when he went to 
sleep and that he had to strain for a bowel movement if he 
was not regularly given an aperient. When he was aged 
eight weeks she could distinguish the meaning of two cries, 
but four weeks later she had lost this capacity and depended 
on the hour of the day to tell her what they meant. 

This mother was an excessively anxious person. Although 
she understood that her fears were due largely to the 
fact that both her mother and her sister had lost boy 
babies, she was unable to control her disorganized 
behaviour. 

We placed this mother in Category III, because her 
changes in routine (for example, with artificial foods) 
did not result in her bringing the baby any comfort until 
she had been given direct advice. Her faulty and anxious 
reasoning over the size of the teat also places her in this 
category. 

Casp 104.—The mother was confused. The baby was a 
male, David, a second child. His physical health was unsatis- 
factory. He had been breast fed to the age of eight weeks, 
during which time his progress was satisfactory, and then 
weaned suddenly. This was followed by a series of mild 
gastro-intestinal disturbances. His weight curve from the 


age of eight to sixteen weeks was irregular with reduced 
gains. 


At each examination ‘this baby appeared unhappy; 


|_| 
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he had a pinched, bluish facial appearance, with a minimal 
amount of subcutaneous fat and skeletal musculature. 

This was another baby of whom it was difficult to build a 
picture, as he, too, was always put down and shut away 
when his mother was interviewed. During the six weeks 
that this mother was interviewed, David began to take a 
complement and was weaned. Out of the wealth of material 


- probably available at this time, his mother made only two 


observations about his behaviour, from one of which she 
probably drew a faulty inference. She said that he took his 
bottle feeding faster and was distracted less if given it in his 
perambulator with the bottle propped on the pillow. While 
he was breast-fed she made the not uncommon observation 
that he was uncomfortable if not helped to get up some wind 
during a feed instead of only at the end of a meal. 


This mother was able to differentiate three kinds of cries, 
but with regard to sleeping and bowel movements she was 
motivated entirely by external considerations and her own 
fears. She did not describe the baby’s behaviour in bed, but 
was gradually loosening his wrapping so that by the time he 
was aged six months he would be able to sleep without 
support. This would be convenient when she went out 
visiting. 

This baby was described as being “naughty” when he 
soiled a napkin. He was held out on the pot five times a 
day, and generally had a motion at one of those times, This 
mother had had great difficulty with her own constipation, 
and frankly projected her own fears on to the baby when, at 
weaning, his movements became less regular and comfortable. 


This baby was not planned; he is fourteén months younger 
than his older sister. The use of contraceptive measures is 
against his parents’ religious convictions, and his mother 
expressed bitter disappointment and anxiety over the failure 
of her milk, since she believed its early failure after the first 


. child’s birth had been responsible for her becoming pregnant 


a second time. 

The older child was very attractive; and showed off pertly 
and constantly. She was kept well away from the baby, 
because she did not “appreciate” him and tended to be 
rough. 

This mother was placed. in Category III, because her 
observations of behaviour, particularly with regard to 
waking and the baby’s resistance to breast feeding as her 
supply failed, were followed by faulty inferences or actions 
on her part, which showed minimal adaptation or the 


_ imposition of a convenient arrangement for her. 


DISCUSSION. 


This study has revealed that five out of 24 babies had 
unsatisfactory growth records during the first five months 
of their lives. Although nothing specific could be detected 
on the physical examination of these infants, their appear- 
ance and behaviour indicated considerable room for 
improvement in their general health. The immediate 
question in these circumstances is usually about feeding 
techniques and practices, so it is well to look at certain 
aspects of infant feeding. 


A Baby’s “Feelings”. 

During. the past forty years tremendous progress has 
been made in the management and care of babies and 
young children. Much of this has been achieved through 
advances in the theory and practice of infant feeding. 
Moreover, much of this theory has become common know- 
ledge. Although mothers are urged to breast feed their 


infants whenever possible, great improvements in the - 


techniques: of artificial feeding make it, with ordinarily 
careful handling, as safe and as satisfactory for physical 
growth as breast feeding. Whether the emotional needs 
of the infant can be adequately provided through artificial 
feeding is a question on which psychologists are divided. 
Whatever the outcome of this argument, the fact remains 
that, until recently, attention has been focused on the com- 
position of cow’s milk mixtures and the adequacy of these 
foods as measured by physical growth. So much has this 
been so that it is a common thing in a baby health centre 
to hear one admiring mother say to another: “Isn’t he 
a beautiful baby! What do you feed him on?” 

We believe that too little attention has been paid to the 
reaction of the baby to the nature of his management and 
care, or to the feelings of the mother as she forms part 
of that significant unit, the nursing couple. Even simple, 


uncritical observation of a number of mothers handling 
their babies reveals that each experiences a wide range of 
pleasure, comfort and security in the process, according to 
the baby’s response. This assumes—as we assumed—that 
a baby has and can express feelings. Obviously this is so 
—we can observe and even measure, in young infanis, 
the physiological states which are now known to accom- 
pany feelings of acute anxiety. However, as adults our 
pitfall has been to interpret these manifestations in adult 
terms, expressed in words designed for the communication 
of concepts and ideas. Many of the mothers in our sample 
ascribed the most complicated adult emotional states to 
babies aged only ten or twelve weeks—“he is annoyed”, 
“he is irritated”, or even “he is a tease”, they would say. 


We have not attempted to define the nature of infant 
feelings in adult terms. However, we have looked at the 
mother’s observations, interpretations and actions and 
related these to the absence or presence of anxious 
behaviour in the baby. Our question to the mother of a 
fine baby is, in fact: “What a beautiful baby! How do you 
handle him?” 


Possible Reasons for Unsatisfactory Health. 


We were unable to find an explanation in terms of 
disease for the unsatisfactory state of health of the five 
babies so designated. We accepted the quality of milk 
which the breast-fed babies were receiving as beyond 
question, because of their mothers’ adequate diets and their 
general state of health. For the artificially fed baby we 
also accepted the routine techniques for prescribing the 
formule of milk as adequate. It seemed justified, then, 
to assume that the quantity of milk which these babies 
received was insufficient to meet their need. This is the 
attitude adopted by most nurses and doctors. The way in 
which this study was conducted did not enable us to 
separate the contribution made by the baby health centre 
nurse from the mothers’ own talents. The nurse in our 
baby health centre followed her usual routine, but a 
number of babies remained in an unsatisfactory state in 
spite of her efforts to improve their comfort and physical 
appearance through feeding adjustment. For some reason 
the mothers of these babies were unable to use her advice. 


Table II shows that two-thirds of the “satisfactory” 
babies were enjoying feeding routines which had been 
developed out of observations of their expressions of 
need. On the other hand, the five “unsatisfactory” babies 
were being handled in the feeding situation either by 
having their needs met ina hit-and-miss method or by 
being subject to the strain of waiting through a period 
of disorganization while their mothers experimented. 


The mother in Case 208 felt guilty about her failing 
milk supply, and so could not.help her baby adjust himself 
to taking a bottle in her arms. The baby took the bottle 
in the perambulator, fell asleep and probably drank an 
insufficient quantity. 

The mother in Case 104 gave the social worker an 
impression of emotional bleakness, and the nurse noticed 
an absence of.response to advice, which normally produces 
other questions, comments, and exclamations of relief or 
interest when the advice is meaningful. It was impossible 
for the nurse to tell what use was made of her suggestions. 
The mother gave a general impression of not caring about 
her baby’s poor progress; the social worker detected a 
high wall of defence against her anxiety which could not 
be penetrated by the means available to a nurse. The 
mother in Case 204 described above presented much the 
same picture as this one. 


Of the two remaining “unsatisfactory” babies, the mother 
in Case 108 showed serious disorganization and frantic 
experimentation. The chronic fears for boy babies and 
her constant state of anxious indecision almost certainly 
made her incapable of using the criteria suggested by the 
nurse for judging when her baby was satisfied. In Case 
214, however, there is no evidence to show that the baby 
was receiving insufficient milk. On the contrary, it seems 
likely thdt he was receiving what should have been enough 
for a normal baby of that age. One possible explanation 
for his unhappy expression and difficult management lies 
in his mother’s method of handling. He was greatly over- 
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stimulated and seldom, in repose unless asleep. It is 
probable, since he was in a state of constant excitation, 
that he would exhibit signs of generalized anxiety. Other 
babies at the same age were beginning to differentiate 
crudely the expression of various discomforts in such a way 
that sensitive mothers could distinguish their specific 
needs. 


What of the four babies whose condition was physically 
satisfactory, but whose mothers showed confusion in the 
interpretation of their babies’ needs? (See Table II.) 


These four mothers do appear to be clearly differentiated 
as a group frem the mothers of the physically unsatisfac- 
tory babies in three aspects. These were as follows. 


The Relationship with the Husband. 


All four mothers seemed to have, at the time of being 
interviewed, very warm and secure relationships with 
their husbands. Three of them who were primipare volun- 
teered information about their husbands’ domestic activi- 
ties as they affected themselves and their babies. These 
three men showed an affectionate attentiveness which must 
have lent strong emotional support in the anxiety of 
caring for the first baby. The fourth mother, a multipara, 
spoke in detail relatively less of her husband, but expressed 
satisfaction with the help she received from her own 
parents who lived not far away from her. 


The same generally happy picture does not emerge in 
what the mothers of the “unsatisfactory” babies volun- 
teered about their husbands. The mother in Case 214 was 
under severe tension in her marital relations; the father 
in Case 104 was shockingly overworked and often out of 
the house for seventeen hours of the twenty-four. He was 
quarrelsome with his wife and impatient with the older 
child, although the marriage relationship in general did 
not seem to be in any danger. The mothers in Cases 109 
and 204 hardly mentioned their husbands, and did not 
include them in descriptions of the day’s routine as fully 
as the majority of the women. The remaining father, in 
Case 208, was the exception in the group—a devoted and 
active father, taking the two older boys for picnics, making 
things for them and generally making himself companion- 
able to them and helpful to his wife in shopping. 


Enjoyment of and Pleasure in the Baby. 


All four of the mothers were gay and sometimes amusing 
with and about their babies, recounting developments and 
telling anecdotes. Again, the picture of the five mothers 
of “unsatisfactory” babies is different and uneven. Two 
seemed almost unwilling to show their babies to the 
‘social worker (Cases 204 and 104); two had their babies 
clinging like limpets throughout all interviews,. attending 
anxiously to every movement and sound (Cases 214 and 
109). Again the mother in Case 208 is the exception in 
these five; she showed her baby off, but could put her 
down and leave her once she was comfortable. She told 
anecdotes in a normally light-hearted vein about her preg- 
nancy, the older children’s reactions to it, her confinement 
and the growth of the baby. 


Reactions to the Interview. 


So that the social worker would not have to depend on 
a subjective assessment of the mother’s reactions to her 
interviewing method, some details of their behaviour were 
systematically recorded to make the cases comparable. The 
four mothers with “satisfactory” babies showed a positive 
and continuing interest in the project. Two persevered to 
overcome some difficulties in meeting appointments for 
interviews; two remembered the contents of the schedule 
and engaged themselves fully in helping fill it out; and 
three were able to tolerate full note-taking from the begin- 
ning, the fourth accepting this by the second interview. 


With the mothers of the “unsatisfactory” babies the 
picture is patchy. However, in all but one instance full 
note-taking aroused anxiety in the early stages. The 
exception, the mother in Case 214, was in such need of 
help with emotional problems that any display of interest 
and concern—such as recording full details—was wel- 


comed. Two mothers were passive in interviews, waited 
to be asked questions and did not volunteer much infor- 
mation. Another, the mother in Case 208, while behaving 
spontaneously during the interview, always demurred over 
the convenience of making appointments. All five mothers 
showed little comprehension.of the study, and none asked 
any general questions about it. . 


Mothers of the “satisfactory” babies, although confused, 
expressed warm, positive affection for their babies. They 
were more relaxed than the mothers of the “unsatisfactory” 
babies. Perhaps we can recognize here a well-accepted 
fundamental of human relationships—an atmosphere of 
loving affection softens the effects of mistakes in technique. 


Giving Advice. 


A word may be said here about advice to mothers on 
infant feeding. Most professional people give advice out 
of an authority derived from knowledge and skill. All, 
however, suffer either from not knowing how it is followed 
or from discovering that it has been rejected, ignored or 
misunderstood. One of the chief difficulties about giving 
advice is that the giver tries to communicate some of his 
knowledge to another while leaving the responsibility for 
the use of the information to the discretion of the recipient. 


The infant health services began in this country by 
giving didactically the then relatively new knowledge 
about infant feeding to mothers, the majority of whom 
were ignorant of the facts. With the passage of time the 
knowledge of the majority of mothers has risen to levels 
which enable them to interpret their own observations 
correctly, and under ordinary circumstances to care for 
their babies adequately. As far as we could judge, most 
of the mothers we studied were fairly well informed about 
the techniques of infant management in general and infant 
feeding in particular. These mothers attended the baby 
health centre to have the child weighed, to receive support 
of their own impressions of the child’s progress, and to 
obtain confirmation of their management. In the main 
these babies constituted the group assessed by the pedia- 
trician as having progressed satisfactorily. From time to 
time a few mothers in this category need information on 
specific points or an explanation of some unexpected 
development. When the nurse recognizes the exact signifi- 
cance of the difficulty and provides the necessary help, 
the mother with the additional information can proceed 
as before. The mother in Case 110 is a good example. 
When the baby was three and a half months old she 
thought he might need a complement, for she felt that 
her milk supply was diminishing. The child was found 
to have lost a little weight, which he regained in less than 
a week when the mother followed the nurse’s advice to 
wake him at 10 p.m. and give him a short extra feed. 
This also stimulated her breast supply. 


However, there are other mothers who apparently possess 
the same amount of knowledge but who either. make few 
pertinent observations or cannot integrate their obser- 
vations with their theoretical knowledge. The function 
of the pediatrician or nurse here is either to help the 
mother integrate her observations and knowledge or for 
a short time to give a series of didactic instructions related 
to each situation until the mother has learnt to deal with 
the problem. Young primipare, without access to relatives 
or close friends, often stand in this need. The mother in 
Case 213, who was aged twenty years at the birth of her 
first baby, fell into this category, in that she was com- 
pletely overwhelmed by the responsibilities of motherhood 
and had no near relatives living close by. Even though 
the mother had ample milk, the nurse decided, after 
watching a test feed, to wean the baby. The mother’s 
anxiety at this point was so acute that she was unable 
to observe even the simplest aspects of the baby’s behaviour 
—for instance, that he had released her nipple and needed 
to have his mouth put back on it. By instructing the 
mother in bottle feeding, the nurse literally put into her 
hands a method of feeding which she could control easily, 
and in which she was not so emotionally involved. The 
mother responded immediately to this relief from tension 
and from then on, with some hints from the nurse, learnt 
to make quite relevant and integrated observations of the 
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baby’s behaviour. He was rated as “satisfactory” by the 
_ pediatrician. We assume that there exist other mothers 
who are so unintelligent and ill-informed that for the 
adequate care of their babies they need constant detailed 
instructions. These are now very much in the minority; 
for these mothers the methods used by the pediatrician 
or nurse should not differ greatly from the methods used 
in the first decade of this century. The important thing 
nowadays is for pediatrician and nurse,to realize that the 
number of mothers who need to be handled in this way 
is small and probably diminishing. 

There is evidently a fourth group of mothers who cannot 
respond to the methods of helping and teaching which are 
available to a nurse. They are the mothers who are so 
emotionally immature or disturbed as to be unprepared 
for motherhood. These mothers probably cannot be treated 
adequately by either doctor or nurse alone, but need the 
help of a social case-worker, operating as a member of 
the team. Failing such a service, what can a doctor or 
nurse do, and how can the personality and needs of such 
a mother be assessed? Probably the best way to proceed 
is to test the mother’s reaction to specific instructions, 
such as were given to the mother in Case 218. When in 
this situation a mother is able to improve her care, the 
doctor or nurse is probably justified in assuming that the 
mother is adequate both intellectually and emotionally and 
that she will eventually be capable of caring independently 
for him. 

The inconsistent care given by his mother to the baby 
in Case 214 is described above in some detail. It needs 
only to be added that in Case 214 the nurse persevered 
with every technique of teaching and reassurance at her 
disposal; but it was not until some months after the 
initial collection of our data that the baby’s health 
improved and his weight gains became regular. In the 
meantime he had been subjected to much discomfort. The 
nurse’s comment throughout was that this mother, unlike 
that of the mother in Case 213, apparently never followed 
suggestions. The mother’s reaction to the social worker 
was typical of a person needing quite intensive case-work 
treatment and continuing emotional support. She obtained 
relief from confiding in her, and at the final interview 
made a definite request for help and continued contact. 
In this case the mother showed so much desire for help 
that she would have -probably accepted reference to a 
family welfare agency. Before such a reference can be 
made, however, the nurse must .be able to assess the 
mother’s need and her motivation to change her behaviour. 
_ To sum up on the question of advice, we believe that 
the nurse in a baby health centre needs to be able to 
make an evaluation of the mother’s capacity to use 
additional knowledge, and then plan her method of com- 
municating it. This evaluation presupposes that she has 
some understanding of human personality and the motiva- 
tion of behaviour. Next, she must adapt her treatment 
to the mother’s capacities as well as to the baby’s needs. 
Her. ultimate objective is to help the mother to learn 
to interpret the baby’s expressions of need. Her under- 
standing of the mothers is then almost as important as 


her knowledge of infant care. We cannot expect nurses ° 


to do this kind of work unless their education embraces 
some teaching on human behaviour. In this respect one 
precip dl questions the adequacy of the current training 
curricula. 


The Whole and the Parts of Vital Situations. 

Feeding is an integrated process and the whole of it 
can be disturbed by difficulties in one area. In our section 
on method we described how we had broken down situa- 
tions in order to collect data about them and to analyse 
them. This has shown us one thing: that, paradoxically, 
to understand the whole of the mother-baby relationship, 
just as with physical phenomena, one must understand the 
‘peculiar nature and interplay of the parts. 

In the preparation of the schedules we enumerated 
27 possible components in the feeding situations; only 
three of these dealt with the nature of the food which 
the baby received (breast milk, cow’s milk, and/or a 
combination of these two). We wanted a broad picture 
of feeding which included the mother’s activity. We 


found that mother and baby are constantly interacting. 
For instance, it is impossible to consider only the baby’s 
spontaneous interruptions to sucking and form a picture 
of an important part of the feed-time situation, without 
also relating to them the mother’s treatment of such inter- 
ruptions, her let-down of milk from the breast, or the 
position in which she sits or lies to feed the baby. To 
have the milk is not enough; to get it to the baby in 
reasonable time and with reasonable comfort is also neces- 
sary. The impact on the baby of these sub-situations, 
particularly in feeding, seems worth more consideration. 
It will always be over food and in feeding that the baby 
meets his first frustrations at a time when his capacity 
to deal with the situation is non-existent. He will not 
always get food as soon as he wants it, he will not always 
be able to manage comfortably the flow of milk, and some- 
times it will make him so full that he gets a pain. The 
person, his mother, who is first to satisfy his needs, the 
person on whom he is completely dependent, is also the 
first and major person to put obstacles and frustrations 
to his satisfaction in his way. As soon as. he becomes 
aware of her as a separate person and identifies her as 
the giver as well as the frustrator, he will direct his 
anger as well as his affection towards her. Since he is so 
dependent, helpless to do anything about his own frus- 
trations—except cry—while he is a tiny baby, it is impor- 
tant to investigate further the components of the situa- 
tions which we can now be more certain affect his physical 
as well as his emotional health. It is particularly at this 
tender age that the two are inextricable. me 


CoNCLUSIONS. 


We began the study with the hypothesis that there was 
a direct relationship between the physical health of infants 


‘and their mothers’ ability to observe and meet their needs. 


We would not expect to have anyone disagree with this 
hypothesis, provided we meant gross misunderstanding and 
neglect by the opposite of our postulated “ability”. But 
this is not our meaning, and we now believe that quite 
subtle variations of misunderstanding are responsible for 
unsatisfactory physical health. However, it is not enough 
to state that a capacity to observe, interpret and act on 
observations of a baby’s needs is a maternal essential for a 
child’s good health. 


We need to be more specific about the nature of this 
capacity, and to assess in what ways and at what times it 
is of significance in relation to the child’s maturation: We 
do not intend to draw concrete conclusions from this study, 
but we believe that certain aspects of at least three phases 
of child development investigated in this study are worthy 
of emphasis. 


1. It would appear that there are areas of a child’s care 
to which a mother’s sensitivity is particularly important 
at specific times of development. Feeding is the most 
significant of these in the first few months of life; the 
tension to which a small baby reacts by crying is almost 
invariably connected with lack of food, uncomfortable 
intake or difficult digestion. In our study it was only in 
connexion with feeding that we found that the mother’s 
behaviour was directly related to physical health. Dis- 
tribution of factors to do with elimination and sleeping by 
the baby’s pediatric rating were not significant. It is 
interesting to note in passing that this is so in spite of the 
fact that the mothers’ practices and their reasons for 
carrying them out varied very widely 

2. Within the feeding situation there are three main areas 
of importance to the baby—hunger, sucking and colic— 
around each of which it is desirable for a mother to be 
able to make a cluster of observations. In evaluating each 
mother’s observations in this study, we were unable to 
distinguish those which were most significantly related to 
the pediatric rating. -Nevertheless we have observed that 
those mothers with “satisfactory” babies who made the 
most observations did so in such a way that they related 
a number of incidents to each other in a patterned way. 
The pattern revolves generally around a focal point of 
taking in food or of being hungry, and this leads them to 
make secondary observations about behaviour which results. 
from their own actions. . 
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The specific activities—which we have listed and which 
can be further refined—both of mother and of baby, which 
are significant for his comfort, will within this list or 
range be individual to each nursing couple. Treatment of 
difficulties, even normal ones, like all good therapy, must 
be individualized. 

8. Satisfactory growth and physical health of infants 
are the outcome of a sound (good) interaction between 
mother and child. Although we have placed considerable 
emphasis on maternal observations and actions, it is to 
the child’s individuality that the responsive mother reacts. 
The mother’s actions show, naturally, much more highly 
. differentiated behaviour than her baby’s; but he does 
nevertheless reach out crudely to something beyond himself 
for the satisfaction of his needs, but depends upon his 
mother (or adequate mother substitute) to differentiate 
these needs for him. This is how he begins to learn some- 
thing of the world outside himself, Even at this early age 
the mother-child relationship is real, in that it depends 
not only on what she does to him, but also on what he 
demands of her. He will very early make these demands 
in a characteristic way, and the responsive mother not 
only reacts to his specific demands, but integrates her 


observations with her knowledge of his personality and - 


with the basic facts of child care and management which 
she has acquired. 
SUMMARY. 


1. The detailed study by a social worker and a’ 


pediatrician of 24 infants aged between five and twenty-six 
weeks is reported. 

2. The social worker collected information about four 
main areas for each baby—feeding, sleeping, crying and 
. elimination. The most significant data were collected 
around infant feeding. 

3. The pediatrician studied the general health, growth 
and development of the babies. 

4. A direct relationship was found between the good 
physical health of a baby and the mother’s ability to make 
pertinent observations of the baby’s needs and to take 
appropriate action to fulfil these to his comfort. 

5. The application of these findings to infant manage- 
ment and the training of doctors and baby health centre 
. nurses is discussed. > 
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P-HYDROXYPROPIOPHENONE FOR ADVANCED 
- BREAST CANCER: A PRELIMINARY REPORT. 


By Basiz A. Stor, F.F.R., M.R.C.S., 
D.M.R.T. & D. (England), 
Peter MacCallum Clinic, Melbourne. 


THE effect of cstrogens and. androgens in the control of 
advanced mammary cancer is well known. Regression of 
soft-tissue growth, relief of bone pain and even control of 
pleural effusion are seen in about one-third of all cases 
(Stoll, 1950; Stoll and Ellis, 1953). Similar results can be 
achieved by means of castration or adrenalectomy, and 
more recently. by hypophysectomy. The mode of action 
of such hormone control is not clear, but the following 
scheme and diagram (Figure I) illustrate the possible 
method of control: 


Therapeutic Hormone Control of Breast Carcinoma: 
Theoretical Mode of Action. 
1. Removal of source of maintaining hormone (for 
example, castration, adrenalectomy or hypophysectomy). 


2. Inhibition of maintaining hormone (for example, 
androgen to inhibit cestrogen in pre-menopausal female). 

3. Inhibition of controller (for example, cestrogen to 
antagonize- anterior pituitary hormone in post-meno- 
pausal female). 

The diagram suggests possible control of breast car- 
cinoma by three endocrine glands—the ovary, the adrenal 
and the pituitary gland. It is in connexion with the 
inhibition of the pituitary controller that this clinical trial 
has been carried out, as it appears from study of the 
controlling mechanism that a “selective medical hypo- 
physectomy” should lead to a definitive control of advanced 
breast carcinoma. 


Inhibition of the Anterior Pituitary Lobe. 


It has, been shown conclusively that there is an inter- 
action between the ovarian and testicular hormones on 
the .one hand, and the pituitary secretion on the other. 
There is reciprocal inhibition between the gonadal and the 
hypophyseal secretions (Moore, 1935). 


FIGURE I. 


It has been established experimentally that both natural 
and synthetic estrogens are capable of stimulating the 
duct growth of the breast in small (that is, physiological) 
doses. However, larger doses may lead in some animals, 
including the monkey (Gardiner, 1941), to retardation of 
such growth. It is believed that_these large doses may 
act indirectly, by depressing the pituitary secretion. This 
is confirmed by the experimental work of Lane (1934), 
who noted in rats that small doses or short-term adminis- 
tration of estrogens stimulated the release of gonadotropic 
hormone from the pituitary, whereas larger doses led to 
decrease of the gonadotropin content of the pituitary 
(Meyer, 1932). It must be noted that the effect of gonado- 
tropins on a secondary sex organ, such as the breast, must 
be mediated via the gonads, or in the case of castrated 
animals via extra-gonadal] sources of cstrogen, such as are 
found in the adrenal cortex (Gomez and Turner, 1938). 
On the other hand, fhe somatotropic or growth hormone 
may act directly on breast tissue. 


At the menopause the primary failure of ovarian activity 
which occurs is accompanied by a decrease in the secretion 
of estrogens, although appreciable quantities of estrogens 
are found in the urine, even that of old women or castrates 
(possibly secreted by the adrenal cortex in the latter 
ease). This fall in estrogen excretion is associated with a 
pronounced increase in the gonadotropic hormone content 
of the pituitary (Henderson and Rowland, 1938) and 
increased excretion of gonadotropic hormone in the urine 
(Severinghaus, 1944) which persists to the end of life. It 
is well established that estrogen or androgen administra- 
tion in high dosage at or after the menopause leads to fall 
in the gonadotropic hormone excretion and in the gonado- 
tropic hormone content of the pituitary (Rowlands and 
Shafter, 1940). This mode of action may therefore account 
for some of the benefit achieved by estrogen or androgen 
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administration in the post-menopausal cases of breast 
carcinoma. 

G&strogen inhibition of the other anterior pituitary 
hormones is more doubtful. A high dosage of cstrogens 
repeatedly administered is able to inhibit the secretion of 
somatotropic, gonadotropic and thyrotropic hormones. The 
secretion of ACTH is, however, stimulated by estrogens 
(Tepperman et alii, 1943). 


P-Hydroxypropioplenone. 


Although both estrogens and androgens have the power 
to inhibit the growth of breast carcinoma, both these 
hormones may have unpleasant side effects—nausea, vomit- 
ing and uterine bleeding in the case of the former, and 
virilization and fluid retention in the case of the latter. 
A search is therefore proceeding for a material which 
will induce pituitary gonadotropic hormone inhibition, 
without the undesirable cestrogenic effects. 


Lacassagne in 1940 succeeded in modifying the chemical 
structure of synthetic estrogens so that they lose their 
peripheral estrogenic action, and this new compound 
PHPP or POPP represents one half of the diethylstilbestrol 
molecule. Its estrogenic activity is 1/10,000 to 1/1000 of 

that of estrone or stilbestrol. However, in correspondingly 
large dosage it has no side effects, the only toxic effect 
being slight indigestion. 


Experimental animal work with POPP has in some cases 
not confirmed its pituitary-inhibiting effect (Scott et alii, 
1952; Money et alii, 1951; Paulsen et alii, 1951; Schaffen- 
burg et alii, 1951). There was no evidence of pituitary 
inhibition in rats by dosages up to 600 milligrammes per 
kilogram, although 0-01 milligramme of estrone was 
efficacious. Schaffenburg et alii note no increase in the 
weight of the thyroid or decrease in the weight of the 
pituitary -and adrenals, which one would expect with 
pituitary: inhibition. 


On the other hand, such changes were noted by Danowski 
et alii (1952). When POPP is given at a level of 2% of 
the diet to immature male rats (that is, up to three 
grammes per kilogram daily), the changes in the thyroid, 
adrenal and pituitary glands are less pronounced than 
those resulting from one-quarter of the quantity of propyl- 
thiouracil, but are of the same nature—that is, hyperplasia 
of the thyroid and thyroidectomy cells in the pituitary. 
The POPP, in these cases, was thought to act as a 
goitrogen, and by diminishing the thyroid activity it was 
able to cause increase in thyrotropic hormone secretion 
and decrease in adrenotropic and gonadotropic hormone. 


Hertz and Tullner (1951), using parabiotic rats, showed 
that POPP had less than 1/200 of the activity of estrone 
in depressing pituitary gonadotropic activity. Robertson 
et alii (1954), using maximum dosage of POPP, showed 
that, given at levels over 8-3 grammes per kilogram, it 


induced inhibition of carcinogen production. The toxic 


level was approximately twice this dosage and led to fatty 
metamorphosis. They concluded that POPP inhibited 


pituitary gonadotropin and thyrotropin, but not adreno- 
corticotropin. 

The experimental results thus appear to be at variance 
until the level of dosage is considered. At a daily dosage of 
three to eight grammes per kilogram of body weight, 
pituitary gonadotropin secretion has been shown to be 


decreased, but not at dosages below one gramme per kilo- 


gram. 

In human subjects, Schaffenburg et alii (1951) report on 
the administration of up to two grammes per day with 
no obvious effects. On the other hand, Bauer (1954) 
reports that one gramme per day given to 34 menopausal 
patients controlled the flushes in the large majority. In 
this series, examination of vaginal smears revealed no 
vaginal cornification, indicating the absence of any appre- 
ciable peripheral cestrogenic effect. No toxic effects were 
noted, apart from slight indigestion. Perrault (1949), who 
introduced the compound to clinical trial, reports control 
of chorioepitheliomatous metastases in the lungs of a 
patient by an average dosage of 0-6 gramme per day for 
six months. Lacassagne et alii (1951) reports a series of 
11 patients with various tumours (three with breast car- 
cinoma) treated with POPP, without response in any case. 
The dosage levels are unfortunately not stated. 


Clinical Trial of POPP. 


A series of 13 patients with advanced breast carcinoma 
were treated with POPP at a dose of one to 10 grammes 
per day (that is, approximately 0-025 to 0-25 gramme 
per kilogram). The results were as shown in Tables I 
and II. : 

Three levels of dosage were chosen—one, five and 10 
grammes per day. Of the 13 patients, only five received a 
dosage of five or more grammes per day, because of the 
limited supplies of the drug available, and of these only 
three received this dosage for an observation period of two 
months or more. (C#§strogens generally require six to eight 
weeks to produce a beneficial effect.) Of these three 
patients, two showed almost complete regression of nodular 
recurrences of breast carcinoma, and one showed no change. 
At doses of one gramme per day, no beneficial results were 
obtained. 


No toxic effects were observed, except in one patient 
receiving one gramme per day, whose dyspepsia became so 
severe that she insisted on discontinuing the tablets. It 
thus appears that the higher dosages of POPP show 
promise in the control of soft-tissue growth from breast 
carcinoma, and that their administration, unlike that of 
estrogens, is rarely associated with unpleasant side effects. 


TABLE I. 
POPP Therapy in Breast Carcinoma: High Dosage. 
Case Number ; 
Patient’s Age. Previous Treatment. Dosage of POPP. Stage of Disease. Results of POPP Survival of 
(Years.) tment. Patient. 
r78 — 10 grammes per day for | Nodules in scar. Complete regression Alive’ after eight 
two weeks ; nodules after two months. 
per day for two months, poe nam pe response to 
ethinyl cestradiol. 
i: 70 Pronounced regression of breast | 1:0 gramme per day for | Nodular recurrence’ in | Partial regression after | Alive after nine 
and axillary gland tumours one month ; 5-0 grammes breast. er dose. Subsequent months. 
on two milligrammes of per day for three months. response to “ Mepilin ” 
ethinyl — per day for 
mon le 
III: 46 X-ray therapy, menopause | 1-0 gramme per day for | Nodules in scar. Mass in | No change. Alive after five 
fifteen months before. Testo- one month ; Po grammes breast and axilla. months. 
sterone propionate for five per day for two months. 
months—no response. 
IV: 64 — 5-0 grammes per day for | Nodules in scar. No change. Subsequent — ‘ogi nine 
one month. to 1 
Vs 6 Regression - nen, Pleural | 1-0 gramme per day for | Pleural effusion. Mass in | No change even with eer: Alive, after one 
} effusion o milligrammes three months; 5-0 breast. dosage. No subsequi year. 
of ethinyl for four grammes per day for one _ Tesponse et 4 
months. month. cestradiol. 
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TABLE II. 


POPP Therapy in Breast Carcinoma: Low Dosage. 


Case Number ; 


Results of POPP 


Survival of 
Patient. 


— i Previous Treatment. Dosage of POPP. Stage of Disease. Therapy. 

ears. | 
VI: 71 —. 1-0 gramme per day for | Mass in breast and axilla. | No change. Died in two 
5 two months. months ot 
cardiac failure. 
VII: 84 — 1-0 gramme per day for | Disease in breast advanced. | Progression of disease. | Alive after seven 

hree months. Subsequent response to months. 
ethinyl cestradiol. 

VIII: 78 Regression of tumours in breast | 1-0 gramme per day for | Mass in breast and axilla. | No change. No subsequent | Alive after nine 
and axillary on stilb- six weeks. response to ethinyl months. 
cestrol, 15 milligrammes per cestradiol. 
day for six months. 

IX: 57 — 1-0 gramme per day for | Pleural effusion and supra- | Progression of disease. Died in two 
one month. clavicular glands. months. 

Nodules in scar. Progression of disease. Died ‘ on four 
months. 


gramme per day, for three months. 


X: 68 Palme 4 ethinyl oestradiol, | 1-0 gramme per day for 
eighteen months. 
XI: 46 Old hysterectomy, but ? ovaries | 1-0 gramme per day for 


still active. : three months. 
XII: 63 Regression of lung and bone | 1:0 gramme per day for 
metastases after ethinyl two months. 
estradiol, 1-0 milligramme, 
. per day for four months. 
XIII: 73 ae 1:0 gramme per day for 


four months. 


No change. Response to | Alive after nine 
X-ray therapy; meno- months. 
pause subsequently. 

Lung and bone metastases. | Dyspeptic symptoms severe.| Died in seven 

No subsequent response months. 
to ethinyl cestradiol. 


Nodules in scar. 


Mass in breast and axilla. | No change. No later re- | Alive after 
sponse to ethinyl cest- thirteen 
radiol. months. 


Conclusion. 


The experimental reports on the subject of POPP appear 
to be at variance until the level of dosage is clarified. 
Pituitary gonadotropin output has been shown to be 
decreased experimentally at a dosage of three to eight 
grammes per kilogram of body weight per day, but not at 
doses below one gramme per kilogram. (The toxic ievel 
is at approximately twice the highest level mentioned.) At 
a dosage of five to 10 grammes per day, regression of 
metastatic nodules from breast carcinoma was evident in 
two out of three patients treated for two or more months. 


This is a preliminary report only, as the number of cases 
involved is small. Wowever, the principle involved is a 
most important one. The use of a pituitary-inhibiting 
compound without peripheral estrogenizing effect would 
have a wide field in the treatment of advanced breast 
carcinoma. Many patients complain bitterly of the nausea, 
vomiting and uterine bleeding associated with cstrogen 
administration in high dosage; more important, however, 
is the younger patient, to whom estrogens may not be 
given on account of the danger of exacerbation of the 
disease. The only hormone available for this group is 
testosterone, and the use of POPP avoids the virilization 
that ensues from the use of the male hormone. Unfor- 
tunately, in the series reported in this paper, the younger 
patients did not come into the group receiving adequate 
dosage. 


Summary. 


POPP would appear to be a pituitary-inhibiting com- 
pound when given at adequate dosage. In 13 cases of 
advanced breast carcinoma treated by POPP, encouraging 
results were noted when the compound was given in a dose 
of over five grammes per day. The absence of estrogeniza- 
tion makes its administration free from toxic symptoms, 
and more important than this, makes it suitable for the 
younger as well as for the older patient. 
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Reports of Cases. 


EOSINOPHILIA WITH HEPATOMEGALY.* 


By Mona BLANcH, 
Melbourne. 


TuE following is an account of two cases of eosinophilia 
with hepatomegaly thought to be due to infection with 
Toxocara canis or the ascarid of the dog. It gives a 
warning of the dangers of the association of dirt-eating 
children with young household animals or soil contami- 
nated by them. 


Case |. 
A., a girl, aged twenty months, was brought to .the 


Queen Victoria Hospital, Melbourne, on April 4, 1951.- 


She was found to be suffering from pallor, cough and 
abdominal distension of several weeks’ duration. Her 
liver was enlarged four fingers’ breadth below the right 
costal margin, her hemoglobin value was 8-4 grammes 
per centum, the red blood corpuscles numbered 4,800,000 
per cubic millimetre. and the leucocytes 46,300 ber cubic 
millimetre, 60% being eosinophile cells. 


The patient remained in hospital for five weeks, during 
which period extensive search of the stools. for ova was 
unsuccessful, and all other tests, including the Casoni and 
hydatid complement fixation tests and X-ray examinations 
of the long bones and chest, gave negative results. Her 
hemoglobin value rose to 10-6 grammes per centum, but 
the leucocyte count and the size of the liver remained 
virtually the same. She was discharged to the out-patient 
department, where she attended on a number of occasions 
until her hemoglobin value was normal, but no definite 
cause for the symptoms was suggested at that time. In 
September, 1955, she was reexamined and found to have 


a normal blood picture with 1% eosinophile cells, and her 


liver was not palpable. 


The mother was then questioned about the child’s dirt- 
eating and association with dogs in 1951. She stated 
emphatically that the child had been an inveterate dirt 
eater and, although the family had never had a dog, about 
six weeks before she became ill they had moved into a 
house where a dog had been kept by the previous tenants. 


Case Il. 


B., aged twenty-two months, was admitted to the Queen 
Victoria Hospital on March 16, 1955. His mother stated 
that until one month previously he had been an active, 
healthy boy. with a good colour. During the month before 
his admission to hospital he had become “grizzly” and 
miserable, was easily tired, and had lost his appetite and 
developed a persistent cough. For three weeks his abdomen 
had been distended, and he had begun to refuse solid foods 
and to vomit if forced to eat. He was noticeably paler 
and had lost two pounds in weight in the month. His 
mother also volunteered the information that for some 
months before becoming ill he had been in the habit of 
eating handfuls of gravel, which had appeared in the 
stools. They had had a puppy for about six weeks, but 
he did not play with it. .His father suffered from mild 
hay fever, but there was no othér history of allergy. His 
mother and his brother (aged five years) were well. 


On the patient’s admission to hospital his temperature 
was 100-°8° F., his pulse rate was 108 per minute and his 
respirations numbered 28 per minute. He was irritable 
and non-cooperative, with a coated tongue and pronounced 
pallor. Examination of the heart and lungs revealed no 
abnormality despite the cough. The abdomen was dis- 
' tended and tense and the liver was enlarged two fingers’ 
breadth below the right costal margin. The spleen was. 
- doubtfully palpable. Glands were palpable in the axille 


1 These pa resented at a meeting of the Pediatric 
Society of at Victoria Hospital, Melb: 
on October 12, 1955. 


_—" groins. A full blood examination gave the following 


information: the hemoglobin value was 64 grammes 
per centum; the red blood corpuscles numbered 3,450,000 
per cubic millimetre; the leucocytes numbered 57,400 per 
cubic millimetre, 67° 5% being eosinophile cells. Apart 
from occasional immature red cells, all the cells were 
mature. 

The possibility of eosinophilic leuchemia was considered, 
but it was hoped that a parasitic infection would be found. 
The following examinations were carried out, but all the 
results were normal: Casoni test, Mantoux test, X-ray 
examination of the abdomen, chest and long bones, and 
examination of feces for ova on several occasions and 
after two large doses of piperazine hydrate. A marrow 
biopsy was considered, but not performed. The patient 


_ received a transfusion of 500 cubic centimetres of blood 


on the sixth day after his admission to hospital. Over a 
period of three weeks his general health ssalennity 
improved, he became afebrile, and his cough disappeared, 
but the eosinophilia and hepatomegaly remained much 
the same. He was discharged to the out-patient department 
on April 6 and was brought for repeated hemoglobin 
examinations and eosinophile cell counts, at first fort- 
nightly and later monthly.. In September, 1955, he still 
had a leucocyte count of 31,000 per cubic millimetre, 42% 
being eosinophile cells; but his mother regarded him as 
perfectly well. He was full of life and had an excellent 
appetite. 
Discussion. 


To prove that these children have been suffering from 
visceral larva migrans due to infestation with Toxocara 
canis, the ascarid of the dog, would require either lapa- 
rotomy or repeated liver biopsy. Operation is obviously 
too late in the first case and unjustifiable in the second. 
The larve are very small, only just visible to the naked 
eye, and as it would be necessary to see a whole one in 


‘order to identify it accurately with the microscope, liver 


biopsy is not likely to be helpful except in cases of 
very heavy infestation. 
Zulzer and Apt (1949) described eight cases in which 


‘there were disseminated visceral lesions and extreme 


eosinophilia. The first of these subjects came to autopsy, 
and three others were submitted to laparotomy. On each 
occasion the appearance of the liver was so characteristic 
that operation was considered unnecessary in subsequent 
cases in* which the symptomatology was the same. The 
typical pathological lesion is a granuloma, a necrotic area 
surrounded by eosinophile cells, fibrinoid connective tissue 
and epithelial cells. These granulomata appear as firm 
grey nodules, one to six millimetres in diameter, which 
can be seen on the surface of the liver. 


Dent (1954), in giving an account of the causes of 
eosinophilia, points out that the maximum _ incidence 
occurs in parasitic infections, amongst which those which 
are widespread through the tissues have greater oppor- 


tunities. to promote this reaction in the host. The ascarid 
‘of the dog cannot complete its life cycle in man, and 


hence ova can never be found in human feces, and larve 
migrate through the body until they die. 


Milburn and Ernst (1953) considered that these migra- 
tions in the liver and other viscera by the nematode larve 
are probably the antigenic stimulus which produces the 
eosinophilic response in every case. 

Larve have been found by Wilder (1950) in 24 eyes 
removed from children aged from three to thirteen 
years because of a clinical diagnosis of retinoblastoma. 
Beautyman (1951) found large numbers in the brain of a 
patient of his with this syndrome, who also had polio- 
myelitis. Three deaths have been reported. 

The factors which control the- extent of the damage 
produced by the Toxocara larve in the tissues are not 
yet fully understood. The number of larve ingested and 
the frequency of ingestion are probably important, and 
an underlying tendency to hypersensitivity may play a 
part in the syndrome. In five out of 15 cases collected 
by Milburn and Ernst me men was evidence of sensi- 
tivity. to common antigens 
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Symptomatology. 

The syndrome of eosinophilia and hepatomegaly occurs 
in children aged from eighteen months to four years. 
There is frequently a history of pica, irritability and 
muscle pains; pallor and abdominal distension may be 
present for some time before the child is considered ill 
enough to be brought to the doctor. A cough which may 
persist for weeks is a common complaint and may be 
accompanied by fever, nausea and vomiting. Less common 
pg may be associated with encephalopathy or eye 
lesions. 


Signs. 

Hypochromic anzmia, leucocytosis with 20% to 80% 
eosinophilia, an enlarged liver, signs of lung infection 
and sometimes asthma are usually apparent. There may 
also be hyperglobulinemia, and if a marrow biopsy is 
performed. it will reveal eosinophilic infiltration. 


It is important to note that there are probably many 
subclinical cases, sometimes in siblings, in which mild 
-anemia with eosinophilfa occurs in an apparently healthy 
child. Occasionally recurrent bouts of bronchitis may be 


due to this cause, the etiology being suggested when a- 


blood film is examined. 


Differential Diagnosis. 


The differential diagnosis includes chest infections, 
leuchemia, retinoblastoma and endophthalmitis. Léffler’s 
syndrome, familial eosinophilia, tropical eosinophilia and 
eosinophilic granuloma are probably all different names 
the complex due to larval of 
sothe so 


Prognosis. 


The prognosis is good provided the source of infection 
is removed. The eosinophilia and hepatomegaly may con- 
tinue for up to three years, but the nematode larve 
gradually die out. It is obvious that it is important 
to establish the etiology in such cases, because of the 
need to prevent further exposure to infestation and also 
to avoid the distress which would be caused if a diagnosis 
of leuchemia was made. Eosinophilic leuchemia is almost 
unknown under the age of ten years, and in that disease 
the blood film contains an increasing number of immature 


. cells. 


Prevention. 


This has been so well expressed in an article by Smith 
and Beaver (1955) that it is quoted in full: 


Prevention is best accomplished by protecting small 
children from contact with cats and dogs, particularly 
with kittens and puppies, since older animals apparently 
acquire resistance to Toxocara infection. When contact 
between children and animals cannot be avoided, then 
the pets should be deWormed at frequent intervals (e.g. 
every four weeks for animals under six months of age, 
every six to eight weeks for dogs and cats between the 
ages of six and twenty-four months). Before turning 
small children loose to play in an outdoor area where 
pets have recently been confined, the topsoil may be 
turned under to put the nematode ova out of reach. 
figs Fe no chemical which can be used to kill the ova 
n so 


Elimination of the visceral larva migrans syndrome in 
children clearly depends upon alerting public health 
authorities, general practitioners, pediatricians and 
veterinarians—and, through them, the general public— 
children and young household animals. 
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INTENSE SENSITIVITY TO NEWER ANTIBIOTIC. 


By E. W. CHENOWETH, 
Alfred Hospital, Melbourne. 


Ir seems that we cannot be warned too frequently about 
care in the use of antibiotics, particularly on the skin. 


Clinical Record. 


Mrs. C., aged forty-two years, was referred for investi- 
gation of ‘alarmingly severe dermatitis of the contact type. 
Three months earlier she had contracted dermatitis of the 
neck commencing around the lobes of the ears, the latter 
having been irritable from time to time on several prior 
occasions. Apparently this became so acute as to be 
regarded as an infection, and an antibiotic ointment 


.(“Neosporin”) was advised and applied to the area for 


several days. About the tenth day, after some premonitory 
itching for about four days, the rest of the neck and the 
face became acutely inflamed and irritable, and then the 
dermatitis spread all over the body and limbs with great 
edema and extensive vesiculation necessitating three 
weeks’ bed rest. The condition ultimately responded to 
cortisone given by mouth. 


There was also a history that her lips had become 
grossly swollen and remained so for several weeks, after 
the use of lipstick. Patch tests revealed that the patient 
was sensitive to nickel, and it was then found that she 
could use the same lipstick with impunity if a plastic 
container was exchanged for the nickel-plated one. The 
original irritation of the ear lobes cleared up when she 
discontinued the use of her nickel-plated ear-rings. 


The response to the “Neosporin” patch test was violently 
positive, starting with acute dermatitis of the whole area 
of the tested limb and with some necrosis at the site of 
the test.. Two or three days later there was widespread 
acute dermatitis involving the face, back and limbs with 
great physical and mental distress. Subsidence, with the 
help of hydrocortisone given locally and orally, was gradual 
over several days. 


Comment. 


This case illustrates the obligation to warn the patient 
who is being treated with the local application of an 
antibiotic to be on the alert and report at once any 
irritation associated with its use, so that its administra- 
tion may be stopped at the first sign of trouble. 


A CASE OF METHASMOGLOBINAIMIA DUE TO 
SODIUM NITRITE POISONING. 


By C. THWAITEs,. 
Trundle, New South Wales. 


Clinical Record. 


P., a female patient, aged three years, accidentally 
ingested an unknown amount of a proprietary preparation 
used to cure meat. Subsequent inquiries disclosed that 
this substance contained sodium nitrite as its principal 
ingredient. About fifteen minutes after ingesting this 


preparation the child experienced a mild attack of epi- 
gastric discomfort without vomiting. This soon passed off 
and the child appeared well until about two hours later, 
she was noted her parents to a blue 
colour. 
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When examined the child was intensely cyanotic, with 
a pulse rate of 180 per minute. She was mildly upset, but 
did not appear particularly distressed. No abnormality 
of the heart, lungs or central nervous system was found. 
As the ingredients of the ingested poison were not known 
at this time, a diagnosis of methemoglobinemia or sulph- 
hemoglobinemia was made, and the child was given a 
gastric lavage and oxygen was administered through an 
intranasal catheter. No methylene blue was available, and 
as the child’s condition was fair it was decided to await 
developments. The cyanotic colour gradually faded and 
had completely cleared in twelve hours. During this 
time the child slept, and although she was still a cyanotic 
colour she did not appear at all distressed. 


Comment. 


Methemoglobinemia due to the ingestion of various 
’ oxidizing agents is not particularly uncommon in children. 
Macdonald in 1951 pointed out that it was the third most 
common form of poisoning seen at the Children’s Hospital, 
Melbourne, over a four-year period, being exceeded only 
by poisoning from kerosene and phenobarbitone. 


Sodium nitrite is well recognized as one of the salts 
most likely to cause this condition if taken in sufficient 
quantity, but it is exceedingly uncommon in practice to 
see such an occurrence, as this salt is not an ingredien: 
of many preparations which are likely to fall into the 
hands of young children. As the preparation referred to 
in this case does contain it, and as it is being increasingly 
used in rural areas, it is to be expected that further cases 
will occur, as it will not be assumed by parents -that 
such a household preparation could be so dangerous. 


It is interesting to note in passing that an “epidemic” 
-of methemoglobinemia was reported in Syracuse, New 
York, by Tepperman e¢ alii in 1950, when a restaurant 
accidentally substituted a corning extract for maple syrup. 
As a result of this oversight at least seven people were 
treated for methemoglobinemia, two of the seven being 
seriously ill. 

It requires only 1:5 grammes of methemoglobin per 
100 cubic centimetres of blood to impart a distinct cyanotic 
colour to the subject, whereas an amount of at least five 
grammes of reduced hemoglobin ‘per 100 cubic centimetres 
is needed to cause a cyanotic tinge of similar hue. Symp- 
toms of anoxia that can arise in a severe case of this 
condition are due to two factors: (i) any hemoglobin that 
is oxidized to the ferric form is not available to give up 
its oxygen at the tissues; (ii) when some of the intra- 
corpuscular hemoglobin is changed to the oxidized form 
the oxygen dissociation curve of the normal hemoglobin 
undergoes a shift to the left, with the result that at a 
given tissue tension of oxygen less oxygen is available 
from the circulating oxyhemoglobin. It is thought that 
the = concentration of methemoglobin is about 85% 
to 90%. 


Most patients suffering from methemoglobinemia will 
recover without special treatment, but some will die 
from anoxia without it. Any patient about whom any 
doubt is felt should be given methylene blue. The recom- 
mended dose is one milligramme per kilogram of body 
weight for an adult, and two milligrammes per kilogram 
in the case of children. This dose should be given slowly 
by intravenous injection, at least five minutes being taken 
for the injection. Ascorbic acid, which has been used in 
the past in the treatment of this condition, should not 
be used, as it is too slow and cannot be relied upon. 


Summary. 

A case of methemoglobinemia due to poisoning by a 
meat-curing preparation containing sodium nitrite is 
described. 

It is thought that practitioners in rural areas should be 
aware of the possibility of-this form of poisoning in 
children. 

This condition can be fatal and the best form of treat- 
ment is the intravenous administration of methylene blue. 
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{The mention of a book in this column does not imply that 
no review will appear in a subsequent iseue.] 
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Angus and’ Robertson. 93” x 6”, pp. 208, with iitustrations. 

rice: 66s. - 


The book includes many illustrative case histories, 


“The Dental Assistant’s Handbook”, by G. I. West; Second 
Edition ; 1956. London: William Heinemann (Medicai’ Books), 
Limited. 53” x 84”, pp. 125, with illustrations. Price: 10s. 6d. 


The first edition was published in 1948. 


“The r Book of Neurology, Psychiatry and Neurosurgery 
(1955- 1986" Book Series).” edited Roland 
P. Mackay, M.D. ; Purchinicy, edited by S. 
M.D. ; Neurosurgery, edited by Percival Bailey, and 
Sie Sugar, M.D.; i956. Chicago: The Year Book Publishers, 
pp. 5 6, with illustrations. Price: 


One of the Practical Medicine Series of Year Books. 


”, edited by Daniel Brower, 
'D.; Volume II, 1956. New 
x 6”, pp. 462. 


“Progress in Clinical Psycholo 
Ph.D., and Lawrence E. Abt, P 
and London: Grune Stratton. 

"es volume is stated to be a demonstration of faith in 
the “science” of psychology—“a faith grounded in a respect- 
ful understanding of its limitations as well as its promise”. 


‘“‘Hutchison’s Food and the Principles of Dietetics’, by 
V. H. Mottram, M.A., and George Graham, M.A., M.D., ERCP. 
Eleventh Edition ; 1956. London: Bdward Arnold (Publishers), 
Limited. 843” x 5a”, p. 648, with illustrations. Price: 40s. 


First published in 1900. 


“Synopsis of Gynecology: Based on the Textbook Diseases of 
Women”, by Robert M.D., F.A.C.S.; Fourth 
St. Louis: The C. V. Mosby Com pany. Mel- 

: W. Ramsay (Surgical), Limited. a” x 49”, pp. 255, 
with 1 many illustrations, rice: £2 9s. 6d. 


The book is intended for students who wish to know 
gynecology “in a general way”. 


“Rorschach Location and Scoring Manual”, by Leonard Small, 
Ph.D.; 1956. New York and London: Grune and Stratton, 
97 lata 11” x 8%”, pp. 216, with illustrations. Price: 


The material offered. in this book a guide to the 
scoring experience of leading workers; fi is not a substitute © 
for the careful inquiry which is a mainstay of the 
Rorschach procedure. 


“1956 Medical Progress: A Review of sifgtiical A 
during 1955”, edited by Morris Fishbein, M.D.; 1956. New 
York, Toronto and London: The Blakiston Division of the 


McGraw-Hill Book Company, Incorporated. 9” x &”, pp. 390. 
This, the fourth volume of the series, has 29 utributors. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Oarbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, shouid be 
given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


HEAD INJURIES. 


At the beginning of a special article on head injuries 
which he wrote for this journal in 1931 at the request of 
the Editor, Dr. Victor M. Coppleson quoted words of 
Hippocrates: “No head injury is.so severe that it should 
be despaired of or so slight that it may be neglected.” In 
view of this statement and of the enormous number of 
traffic accidents (which account for most of the head 
injuries), there is no need to apologize for the discussion 
of the subject in these columns. It is a little difficult to 
discover the annual number and variety of head injuries, 
even in traffic accidents. To ascertain the number of 
head injuries caused by untoward events of all kinds would 
be impossible; we must therefore be content to use what 
information is. obtainable and confine attention to traffic 
accidents. In the latest available “Year Book of the 
Commonwealth of Australia’, that for 1954, the numbers 
of riders, drivers and pedestrians killed or injured in 
public thoroughfares in accidents known to the police in 
the year 1952-1953 are set out in a table. The number of 
persons injured was 39,405, and the number killed was 
1856. The figures for part of 1955, obtained from a reliable 
source, are of much about the same order. It has been 
stated that about two-thirds of the deaths on the roads are 
due to head injuries. We may thus conclude that approxi- 
mately 1200 deaths in Australia every year are due to 
head injuries caused in traffic accidents. 


’ The most important consideration about head injuries 
ig their prevention. It therefore becomes important to 
know the categories of those who are killed. The grouping 
of those injured but not killed will be not very different 
from that of the killed. The numbers just quoted stating 


totals are taken from the appendix of the Year Book. The 
grouping of the killed is given only in the body of the 
book. Here the figures are for 1950-1951. The number of 
persons killed in that year was 1926. Of these, 318 were 
drivers of motor vehicles; 402 were motor cyclists; 131 
were pedal cyclists; 518 were passengers (these included 
pillion riders); 541 were pedestrians; in 16 instances the 
grouping was not stated. The prevention of traffic accidents 
has been discussed in these columns on more than one 
occasion. If we wished to stage a full discussion on pre- 
vention on this occasion, it might be useful to approach 
the subject from the point of view of the groups of killed 
persons just mentioned in relation on the one hand to the 
skill of the-driver, the care shown by him, the type of 
vehicle he drives and the protective apparatus in his vehicle 
or worn on his own person, and on the other to the watch- 
fulness and judgement of the pedestrian. A propos of the 
large number of motor cyclists killed there comes to mind 
a definition once given of a motor cyclist as “a young man 
on the way to an accident’—admittedly an exaggerated 
statement, but one which has its point. The compulsory 
use of crash helmets by all motor cyclists should be 
mentioned here as desirable; it is of the greatest interest 
to medical practitioners as a preventive measure and 
comes within their sphere of influence. 

In spite of all that has been said and done about the 
prevention of accidents causing head injuries, their number 
does not seem to become less. It is therefore essential 
that all medical practitioners should be familiar with the 
signs and symptoms of head injuries of differing severity. 
If. surgical operation has to be performed there should be 
no delay, for delay will be fatal. Symptoms vary from 
slight concussion, perhaps not followed by anything more 
than slight headache, to those of severe cerebral com- 
pression. Concussion was well described by Wilfred Trotter 
in 1924 in an address on certain minor injuries of the 
brain as “an essentially transient state due to head injury 
which is of instantaneous onset, manifests widespread 
symptoms of a purely paralytic kind, does not:as such 
comprise any evidence of structural cerebral injury, and 
is always followed by amnesia for the actual moment of 
the accident.” Coppleson, in the article already referred 
to, stated that in concussion the patient was never less 
than semi-conscious and at most never beyond the stage 
recognized by the anesthetist as “just going under’. A 
distinction must be made between concussion and con- 
tusion. This was discussed in these columns on March 7, 
1942, in reference to some work on loss of consciousness 
in head injury by Eden and Turner and by Denny-Brown 
and Russell. Eden and Turner wrote that contusion was 
“characterized by localized signs of brain injury, blood 
staining of the cerebro-spinal fluid, and in some cases 
only, unconsciousness, which may be delayed in onset for 
several minutes or hours”. Contusion is a bruising of the 
brain and may occur with all types of injury. The con- 
clusion from Denny-Brown and Russell’s investigations. 
was that concussion was the direct effect of physical stress © 
on neurons and contusion the effect of physical stress on 
supporting vascular structures. It is, of course, clear that 
the distinction between concussion and contusion is 
theoretical rather than practical and that all degrees of 
both conditions can occur simultaneously. Concussion 
follows immediately on the violence which has caused it, 


1 Lancet, May 10, 1924, page 935. 
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and recovery from uncomplicated concussion occurs in a 
very short time. Wakeley and Buxton in their text-book 
on surgical pathology point out that the one thing demand- 
ing explanation is the cause of the acute generalized 
cerebral anemia, the onset of which is instantaneous. 
Wakeley and Buxton hold that for all practical purposes 
the skull is a closed box possessing a remarkable degree 
of elasticity when subjected to pressure. The brain “may 
be looked on as a sponge compressible at the expense of 
the fluid it contains”. They refer to a suggestion of 
Duret that the cerebro-spinal fluid is forcibly driven from 
the lateral ventricles through the aqueduct of Sylvius into 
the fourth ventricle and that in this way the cardiac and 
vasomotor centres are damaged. Wakeley and Buxton add 
that though this phenomenon cannot be entirely respon- 
sible for any one case of concussion it may be an important 
contributory cause. Beattie and Dickson state that the 
brain and the blood in its vessels and the cerebro-spinal 
fluid in its meshes and in the ventricular and arachnoid 
spaces constitute or are practically equivalent to a mass 
of incompressible fluid through which many of the vibra- 
tions resulting from the force producing the injury are 
rapidly transmitted as through water. At the same time 
a mass-motion of the intracranial contents as a whole is 
set up and is as suddenly arrested against the opposite 
wall of the cavity of the skull and in varying and lesser 
degree at intermediate points of resistance. When these 
physical considerations are taken into account, it becomes 
clear that brain damage may take place at-many sites and 
that its severity will depend on more than one factor. 
The immediate acute anemia caused by the injury is 
followed by a reaction; hemorrhage or edema or both 
may result and cerebral compression supervene. This is, 
of course, a sketchy and superficial account of what may 
happen in an injury to the head. It does not need to be 
discussed in minute detail for us to realize the great 
importance which must be attached to states of conscious- 
ness in the diagnosis of head injury, and in a determina- 
tion of whether surgical operation (let us call it surgical 
interference) is necessary and when it should be under- 
taken. 


This is an enormous subject about which a large treatise 
might be written. Fortunately a most useful discussion of 
the subject is available to readers of this journal, who will 
find in the issue of December 10, 1949, two first-rate 
articles by R. S. Hooper, of the Department of Neurology 
and Neurosurgery of the Royal Melbourne. Hospital. 
‘Though written so long ago, these articles are as up to 
date and as “full of meat” as they were in 1949. In the 
first article, entitled “The Closed Head Injury: Modern 
Conceptions and Their Influence on Treatment’, Hooper 
insisted that the observation and recording of changes 
in the clinical state were an essential part of the manage- 
‘ment of patients with head injuries and were concerned 
with (a) the assessment of the state of consciousness and 
* the progressive changes in this state; (b) the recording 
of temperature, of pulse and respiration rates, and of the 
blood pressure; (c) the noting of fluid intake and output. 
‘He stated that observations on the state of consciousness 
were by far the most important in assessing progress or 
retrogression and for obtaining an early indication of the 
presence of complications. He reproduced a chart on 
which could be recorded every four hours the state of 


consciousness with the level of reflex activity, and he 
thought that it should be introduced into all teaching hos- 
pitals. There seems to be no reason why it should not be 
used in all hospitals. This statement is justified by study 
of Hooper’s second paper, “Complications of Closed Head 
Injuries”. Only the conclusion of the article will be quoted: 
It must ‘be realized from the outset that mortality 
and morbidity which now prevail among patients who 
have sustained a head injury can be reduced only by 
the anticipation of trouble. Once a syndrome of com- 
pression has ‘become established, the chances of 
recovery decline rapidly. But when the principle of 
exploration in all doubtful cases is adhered to there 
will still be deaths for which neither the surgeon nor 
the pathologist will be able to find an adequate explana- 
tion. The need for more detailed clinical records and 
- for comparative: studies of the formalin-hardened brain 
post mortem is all too apparent. 


K. G. Jamieson, also of Melbourne, in an article on extra- 
dural hemorrhage published in this journal on June 19, 
1954, reported that he had adopted the methods advocated 
by Hooper in a series of 12 cases of extradural hemor- 
rhage. In this series only one death occurred. The paper 
is worthy of careful study, especially the recommendation 
in the last paragraph—the idea expressed here is really 
the reason for this present discussion. The suggestion is 
that a nation-wide survey of head injury should be made. 
This survey should be based on clinical considerations 
and should cover the whole subject. The inquiry would 
probably yield information useful in prophylaxis, diagnosis 
and treatment; it would certainly confirm the statement 
of Hippocrates, already quoted, and be a spur to clinical 
endeavour. We should like to see the survey made in 
Melbourne and undertaken by Hooper or Jamieson or both. 
If necessary a research grant to cover the work might be 
sought; such a grant would be fitting and proper. 


Current Comment. 


SURFACE FILM ON SWIMMING POOLS. 


THE hygiene of the water in swimming pools has been 
given much thought by public health authorities. Apart 
from the ready growth of vegetable organisms in a heated 
pool, the main problem springs from the failure of personal 
human cleanliness and from the use of a pool by persons 
who are the carriers of upper respiratory tract infections. 
The pool of water in its own right should not be a problem, 
and provided that the attendant is punctilious in his 
care of the filtration plant there is no great reason why 
the water should not remain fresh and clean. The intro- 
duction of bacteria, human waste matter, and other con- 
taminations occurs when the human body enters the water. 
The public mind is horrified by the thought that in parts 
of the world man drinks the same water as that in which 
others wash and into which there is the occasional dis- 
charge of man’s various excreta. Perhaps comparatively 
few enter a swimming bath frankly dirty, but many are 
plastered with fatty cosmetics and solutions pour from 
the nose, ear and throat, and it would take a Kinsey to 
obtain information about the incidence of micturition. 
Yet all who swim must take an occasional mouthful of 
water, and the less able the swimmer the greater the 


inadvertent libation. It says much for the efficiency of ~ 


the present methods of swimming bath care that swimming 
baths remain comparatively healthy places for those who 
seek the physicai freedom of caressing waters. The 
methods of maintaining hygienic conditions are 
standardized and well controlled. However, the method 
of water sampling usually involves the taking of water 
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from well below the water surface. C. R. Amies' suggests - 


that, in fact, the greatest concentration of certain types of 
pollution lies at this top water surface. Here collect the 
mucus and associated bacteria from the respiratory tract, 
together with sebaceous secretions, sun-tan oils and water- 
insoluble constituents of other cosmetic preparations. The 
property which proteins possess of spreading widely to 
form thin films at an air-water interface has been exten- 
sively studied. Saliva on water possesses the same faculty 
as protein. The surface film on swimming pools is derived 
from the respiratory tract and the skin of a large number 
of bathers and consists of a mosaic of mucoprotein and 
fatty material with associated bacteria. Individual pro- 
teins tend to remain in separate films. In his experiments, 
Amies has shown that bacteria mixed with the surface 
mucoproteins tend also to remain at the surface. Samples 
of surface film were taken by means of calcium alginate 
gauze lowered on a grid just to touch the water surface; 
test weighing revealed that the water sample was that of 
the top 0-5 millimetre. Amies describes an apparatus of 
simple construction to obtain satisfactory surface samples 
from turbulent water. In each experiment six samples 
were taken from the bathing pool at widely separated 
points and 30 plates each of blood agar and McConkey 
agar were prepared. A full deep water bacteriological 
examination, pH determination, and chlorine content 
estimation were carried out at each time of sampling. 
Experiments were made on three standard sized open air 
pools in Edmonton. All experiments revealed that there 
was a high concentration of cocci in the surface water, 
although few were present in the deep water. When the 
water level of the swimming bath was so high that over- 
flow into the margin surface gutters occurred, the content 
of surface cocci fell. Numerous different bacteria of human 
origin and chlorine-resistant were grown. Fatty material 
collected varied from 4:5 milligrammes to 13:5 milli- 
grammes per square foot of water surface. 


It thus appears that a swimming pool cannot be con- 
sidered to be satisfactory until a bacteriological examina- 
tion of surface water has been carried out in addition to 
the conventional tests. A compromise is the sampling of 
water from as near the surface as possible. The importance 
of surface gutters at water level to remove the excess flow 
is enhanced by the knowledge that the surface pollution 
is likewise removed. Such marginal guttering should 
extend all the way around the pool. Amies thinks that 
surface film could be swept into the gutters by the use of 
hoses at regular intervals. The evidence that swimming 
pools play a part in the spread of virus infections may not 


be conclusive, but it appears likely to Amies that pharyn-. 


geal conjunctival fever and inclusion conjunctivitis or 
acute follicular conjunctivitis are spread by this means. 
The value of these experiments lies in two directions. 
Firstly, the method of water sampling may in some places 
need some revision; secondly, swimming baths should be 
provided with marginal gutters and the water should be 
kept to the level of overflowing. 


THE VALUE OF CHEWING. 


WHILE Mr. Gladstone’s advice on the importance of 
prolonged chewing was doubtless good for the muscles of 
the jaw, there has never been much scientific evidence of 
the value of mastication. The action of ptyalin may be 
aided by chewing and the teeth themselves may benefit, 
though what further good effect may result is rather 
vague. Certainly the effects of bolting large pieces of hard 
foodstuff may prove injurious to the esophagus and to the 
mediastinum. There appears normally to be considerable 
variation in the attention paid to the chewing of food and 
in the apparatus available to each individual. Some talk 
their way through each mealtime; others sit gloomily and 
ruminate. Children are admonished to chew properly and 
are seldom entirely satisfied when the pet dog gets away 
with frank guzzling because they are told “dogs have 
better stomachs”. The sufferer from gastro-intestinal 


1Canad. J. Pub. Health, March, 1956. 


diseases is told to chew his food properly and the sick are 
fed upon horrid broths and glutinous messes, said to be 
easily digestible. The reactions of the toothless vary 
between the martyrs to bread and milk and those who 
champ their gums and are angry at being baulked only by 
apples and nuts. As in so many things, the habits of 
chewing and the processes of digestion are so influenced by 
individual differences that the physiological value of 
chewing is lost in a sea of modes, manners and folk-lore. 
In fact, the value of mastication, beyond that needed to 
avoid wsophageal and pharyngeal trauma, has never been 
satisfactorily demonstrated. 


J. H. Farrell‘ has made a comprehensive study of the 
effects of mastication on the particular digestion of dif- 
ferent types of food. In each of his experiments two 
specimens of the foodstuff of accurately known weight in 
the region of one gramme and in the form of a cubic 
centimetre were cut and not broken up. One of the 
specimens was chewed 20 times by the subject and the 
chewed specimen and the unchewed specimen were each 
enclosed in cotton mesh bags; each pair was tied together 
and then swallowed as part of a normal meal. A ball 
bearing was included in each bag so that the progress 
through the gastro-intestinal tract could be traced by 
radiological means. The bags were subsequently collected 
from the feces, they were gently washed and opened, and 
the contents were weighed and examined. Feces neither 
entered nor was found inside the bags, so that no difficulty 
was encountered in the distinguishing of food residues. 
The contents of each bag would have been subject to the 
normal digestive fluids and peristaltic actions. The pro- 
cedure was carried out 439 times with no discomfort to 
the subjects. It was found that if the passage of the bags 
was delayed in the large intestine, the bags were almost 
invariably empty when recovered. This presumably was 
due to the continuation of digestion in the large intestine, 
where absorption of the digested food is unlikely to occur. 
To obtain a true picture of small intestine digestion a 
vegetable mucin preparation, ‘“Normacol’, was given to 
the subject in many experiments, at least eight hours after 
the bags had been'swallowed. The resulting bulk hastened 
peristalsis and reduced the fecal delay in the large 
intestine. Any specimen which did not appear in the feces 
within forty-eight hours was not included in the experi- 
ment. Records of the constitutents of meals taken with 
the specimens did not reveal that particular foodstuffs 
were able to influence the general efficiency of digestion. 
A side experiment using 15 specimens of fried pork 
revealed that the standard deviation of digestion through- 
out each standard procedure was only 35%. In each 
experiment calculations of digestion were made on the 
percentage difference in weights of the chewed and of the 
unchewed specimen, and also on the percentage residues 
of the unchewed specimen which Farrell refers to as the 
“mean indigestibility’. Ten adult subjects in good health 
took part in the survey and the masticatory efficiency of 
each was tested by the aid of salted peanuts. Altogether 
29 important elements in the diet were investigated. By 
these means it was found possible to divide the foodstuffs 
into three categories according to the ease of their 
digestion. There was very little variation between the 
digestive powers of the individual subjects. Foods such 
as most of the meats, potatoes, peas and carrots were 
rather more digested when chewed, and unchewed residues 
were sometimes little affected by their passage through the 
gastro-intestinal tract. Roast chicken and stewed lamb 
were fairly well digested when not chewed. The various 
fats, fishes, eggs, breads, cheese and boiled rice were com- 
pletely digested whether chewed. or not. The lower 
masticatory efficiency of false dentures did little to affect 
the efficiency of digestion. Even subjects with few teeth 
and poor masticatory efficiency digested their food well. 
There was no reason to suppose that chewing with very 
inefficient incisors "had any subsequent effect on digestive 
efficiency. The general conclusions to be drawn from this 
experiment are that mastication of many foods is unneces- 
sary and that for the rest only a little chewing is required 


1 Brit. Dent. J., March 20, 1956. 
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to initiate complete digestion. Furthermore, even persons 


with very considerably reduced masticatory efficiency are . 


able to digest their food quite adequately without any 
artificial aid. It is important to note that this experiment 
was concerned only with digestion and not with the effect 
of the food on the gastro-intestinal tract. Also the pieces 
of food swallowed unchewed were comparatively small in 
size. Nevertheless, it is good to know that man may be 
freed from yet another of his trammelling beliefs, though 
no doubt even Mr. Gladstone would not be amused to hear 
that he had wasted so much time and effort in unneces- 
sary mastication. 


MAST CELLS, PERMEABILITY AND INFLAMMATION. 


F. MacIntosuH anp W. D. M. Paton started a new line 
of research in 1949 when they published their extensive 
study on histamine release agents.1 Since then the number 
of substances known to release histamine has increased 
greatly. Many of these occur naturally, but the most 
powerful of all is a synthetic substance known as compound 
48/80, which was described by Paton in 1951, and which 
is potent in fractions of a microgramme.? When it is 
injected into an animal in suitable dosage an anaphylactoid 
state is produced. The rat, for example, after an intra- 
peritoneal injection of compound 48/80 suffers from severe 
itching, cyanosis and prostration. . If it survives, the skin 
of the feet, face and ears becomes red, and as it recovers 
from the prostration cdema appears in those areas. 
Repeated -injections elicit diminishing responses until very 
large doses produce no symptoms. By this time tissue 
histamine has been greatly depleted, from the region of 
60 microgrammes per gramme of skin, for example, to less 
than five microgrammes per gramme. This was shown by 
W. Feldberg and J. Talesnik in 1953.* 


In 1953 J. F. Riley discovered‘ that histamine release 
phenomena were accompanied by depletion of the granules 
of tissue mast cells surrounding small blood vessels. When 
he used the fluorescent histamine release agent stilbamidine 
he observed that it lodged within the mast cells. With 
G. B. West in 1953 he correlated the quantity of histamine 
in the tissues with the mast cell population.’ These investi- 
gations together with assays of mast cell tumours have 
been shown by Riley and West to point conclusively to 
the tissue mast cell as the main source of histamine.* 
Scandinavian workers had shown that mast cells were the 
probable site of heparin production (Jorpes, 1946"). Now 
we find that histamine originates in the same cells. This 
is in accord with the findings of M. Rocha e Silva, who 
demonstrated in 1952* that. in addition to histamine, 
heparin is released from the perfused liver of the sensitized 
dog in response to the presence of the antigen. 

There has been a wealth of investigation which all 
seems to point to the histamine release phenomenon as the 
basic mechanism of anaphylaxis and other sensitivities. 
Yet, while histamine release agents cause increased 
permeability of blood vessels, systemic injections of 
histamine do not.: In order to explain this discrepancy 
it has been suggested that histamine at the site of release 
is probably more active than that injected. There has, 
however, been some new work which resolves this incon- 
sistency. V. J. McGovern (1956), in studying the reaction 
of endothelial surfaces to various forms of injury, noted’ 
that when mast cells are disrupted by histamine release 
agents, bubbles of material with staining reactions similar 
to those of mast cell granules appear in the intercellular 
cement lines. Presently the cement lines appear to spread 


1J, Physiol, 1949, 109, 190. 
2 Brit. J. Pharmacol., 1951, 6, 499. 
*J. Physiol., 1953, 120, 550. 
‘J. Path. & Bact., 1953, 65, 461 and 471. 
*J. Physiol., 1953, 120, 528. 
*J. Path. & Bact., 1955, 69, 269. 
7 “ 
* Brit. M. J., 1962, 1, 779. 
*J. Path. é Bact., 1956, 71, 1. 


and a confluent film is formed together with the cement 
layer covering the surface of the endothelial cells. The 
diluted cement film is washed away in the circulation. In 
the absence of injury the cement film is soon reconstituted, 
for it appears that cement production is a continuous 
function of endothelial cells. Meanwhile cedema develops. 
It follows that mast cells produce a substance which alters 
the consistency of the intercellular cement of vascular 
endothelium. Neither histamine nor heparin alters the 
cement in this fashion. -McGovern therefore postulates 
that mast cells secrete a permeability factor, and he sug- 
gests that absence of mast cells in the central nervous 
system accounts for the. blood-brain barrier. Capillary 
permeability in the brain must depend chiefly upon the 
intravascular pressure and thickness of the endothelial 
cement. Perhaps substances within the circulation also, 
by’ dissolving in the cement, can alter its consistency, 
thereby modifying the normal permeability. There is 
growing recognition of the role played by mast cells in 
the normal reactions of vascular endothelium. It used to 
be thought that the inflammatory process caused the dis- 
appearance of mast cell granules. Instead, the discharge 
of mast cell contents probably initiates the inflammatory 
reaction by causing the local edema. Or, in those organs 
where mast cells are absent, increased permeability arises 
through inability of injured endothelial cells to produce 
cement in quantities sufficient to replace that washed away 
in the circulation. ; 

In studying the mechanism of thrombosis in the rat’s 
femoral vein, McGovern had previously noticed in 1956 that 
irritated endothelium produces increased amounts of 
cement in which a substance, probably derived from mast 
cells, dissolves to form a thick metachromatic film.1 Severe 
injury impairs the ability of endothelium to form enough 
cement to maintain the film normally covering the endo- 
thelial surface, and upon such areas leucocytes accumulate. 
Upon these accumulations of leucocytes thrombi formed. 
It is well known that while injury to a large vessel may 
initiate the thrombotic process, this does not occur in 
capillaries. Injury in the vicinity of capillaries results in 
local edema, followed, if the injury is sufficiently severe, 
by the migration of leucocytes into the perivascular tissues. 
This is the acute inflammatory response. It appears that 
failure of the reaction to injury in a large vessel leads to 
thrombosis, whereas in the vicinity of capillaries failure 
of the reaction to injury leads to inflammation. 

While much experimentation and observation is yet to 
be carried out, there is a body of evidence accumulating 
which should permit a unifying concept embracing the 
sensitivity reactions, thrombosis and the inflammatory 
response. It is perhaps not too fanciful to suggest that 
eventually the psychosomatic disorders may also be 
included. 


CORONARY ARTERY DISEASE. 


Tue medical treatment of coronary artery disease is not 
yet very satisfactory; at most it is palliative. Of late 
years attempts have been made to treat the condition 
surgically with some success. C. S. Beck? has been in the 
forefront of such endeavours. He has determined the 
nature of the changes in the heart when crises occur in 
coronary disease mainly by a large number of experiments 
on dogs. It is not yet possible to produce atheroma in 
dogs, but the tying of branches of the coronary artery or 
their partial obstruction gives adequate information about 
what happens in a coronary occlusion or partial occlusion. 
When oxygen supply is cut off completely the heart becomes 
uniformly cyanotic and finally stops, but fibrillation does 


not occur. When oxygen is again supplied within a short > 


period and the heart is massaged. the normal heart beat 
is restored. When a branch of the left coronary artery is 


ligated a blue island is seen in an otherwise pink heart. . 


The zone of contact between the blue and the pink areas 


shows differences in potential and, if these are strong 


1J. Path. € Bact., 1955, 69, 288. 
2J. Am. Geriatrics Soc., April, 1956. 
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enough, the heart fibrillates. Destruction of sufficient 
of the myocardium by lack of oxygen involves inability to 
pump enough blood. The heart after an occlusion may be 
and often is electrically normal, and remains so in the 
intervals between occlusions until the heart muscle gives 
way in failure. 


The coronary problem then has two components. One 
is to provide uniform oxygenation to all parts of the myo- 
cardium, The other is to provide sufficient blood to prevent 
infarction and to supply sufficient energy: for the heart 
beat. Lack of oxygen causes a uniformly cyanotic heart 
with no differences in electrical potentials, but differences 
in oxygen content in adjacent areas of the myocardium 
produce differences in electrical potential which are 
dangerous. These may and often do kill without any 
infarction. A striking case of this kind is quoted. A 
physician in hospital collapsed suddenly with a heart 
attack. He was rapidly transported to the accident room, 
but on arrival had no pulse nor heart sounds. He was 
cyanotic and dead. The chest was opened, the lungs were 
inflated and the heart was emptied by hand massage. It 
was fibrillating. Large wet electrodes were placed on the 
heart and it was shocked. A normal coordinated rhythm 
was restored. In six weeks he was back in practice. There 
are two types of death in coronary disease. One is due to 
a break in the coordinated mechanism and the other is 
due to muscle damage. About 10% of the patient who die 
do so because of muscle failure, and 90% from electrical 
instability. About one-third of all victims of coronary 
disease have no infarcts. If improved circulatory con- 
ditions could be set up, many of these patients would live 
longer, the heart would have, so to speak, a second chance. 
Surgically there are two methods for improving coronary 
circulation—(a)* by the establishment of an equal dis- 
tribution of the blood that enters the heart through the 
constricted arteries and (b) by the addition of blood from 
sources outside the heart. Beck discusses how these 
results can be obtained by surgical intervention and then 
describes the operation which he uses. This involves 
abrasion of the lining of the parietal pericardium and the 
surface of the heart, partial ligation of the coronary sinus, 
the application of an inflammatory agent (asbestos 
powder) and grafting of mediastinal fat and parietal peri- 
cardium-to the surface of the heart. Up to the time of 
writing the paper Beck had operated on 300 patients. Nine 
out of ten of the patients were helped by the operation. 
They were either partially or completely relieved of pain 
and could return to work. In the last 100 operations the 
= was 6% with two other deaths from thoracotomy 
alone. : 


FAMILIAL POLYPOSIS. OF THE COLON, 


FamixiAL intestinal polyposis is a disease characterizea 
by the development of tumours within the mucosa of the 
colon and to a lesser extent of the rectum. The histological 
‘nature of the tumours reveals that the new growth is of 
ar adenomatous cell type. The disease usually appears 
during late childhood or early adult life and many reports 
have been made of the hereditary nature of the defect, 
which is probably transmitted as a dominant characteristic. 
The condition is sometimes in the form of an inherited 
syndrome, and such associated conditions as pigmentation 
of the lips and buccal mucosa have been reported by J. T. 

ones.* 

On the present evidence it seems unlikely that the 
disease is transmitted by unaffected members of an affected 
family. On the other hand, the appearance of the con- 
dition in young healthy adults ensures the continued trans- 
mission of the disease to offspring. The particular impor- 
tance of familial polyposis of the colon lies in the strong 
predisposition of the adenomata to undergo malignant 
changes, so that the diagnosis of carcinoma tends to be 
made about fifteen years later than the diagnosis of the 
original condition. In a review of 1000 cases of carcinoma 


1 South African M. J., October 17, 1953. 


of the colon, J. D. Stenstrom and H. S. Ford* found that 


in the case of four patients the malignant condition had 


arisen in the lesions of hereditary polyposis. Moreover, 
in each of these four patients there were multiple 


_ carcinomata. 


Thus the finding of familial polyposis of the colon poses 
a not inconsiderable problem of treatment, and to this end 
surgical removal of the affected bowel still remains the 
treatment of choice. Because of the rarity of the con- 
dition, the results of treatment in a large series of these 
patients are not available. However, H. E. Lockhart- 
Mummery, C. E. Dukes and H. J. R. Bussey* have collected 
and presented the results of the treatment of familial 
polyposis of the colon at St. Mark’s Hospital, London, 
between the years 1918 and 1954. Records are available of 
58 families with this condition. In these families of 1069 
members, 218 are known to have suffered from the poly- 
posis and 154 have developed malignant neoplasia of the 
intestinal tract. Of the affected patients, 60 have under- 
gone major abdominal surgical operations. After 1946 
special attempts were made to trace potentially affected 
relatives of known patients, so that in the later years the 
disease has tended to be treated at an earlier stage of 
development than previously. Of the 21 patients treated 
before 1946, five died as a result of the operation, five 
died because of recurrence of the disease, six developed a 
new primary carcinoma, and only five are still alive. After 
1945, the surgical procedures used were as follows: total 
proctocolectomy with ileostomy; excision of the rectum; 
resection and anastomosis of the colon; colectomy and 
ileo-anal anastomosis; and colectomy and _ ileo-rectal 
anastomosis. The last procedure was the one most com- 
monly employed. In these 39 more recent patients, the 
initial operation revealed a carcinoma already present in 
14. Two patients died as a result of the disease, five died 
as a result of a recurrence of the disease, one patient 
developed a new primary carcinoma and 31 patients are 
still alive. Experience has borne out that attempts to 
retain large portions of the bowel are followed by a high 
incidence of fresh primary carcinoma in the remaining 
bowel. Even though the polypi may be small and scattered, 
Lockhart-Mummery et alii consider that the whole colon 
should be removed. Their results with a total procto- 
colectomy with ileo-anal anastomosis have been dis- 
appointing, despite the assertion by R. R. Best’ that in 
selected cases the results are satisfactory in half. Lockhart- 
Mummery et alii have found that the best results are 
obtained by preserving a part of the rectum to which the 
ileum is anastomosed. Polypi in the rectum can usually 
be satisfactorily treated by diathermy, but the preserva- 
tion of the rectum is impossible if-there are too many 
polypi or if there is already a carcinoma at this point. 
Patients should have regular examination of the remaining 
part of the rectum so that any subsequently arising polypi 
may be dealt with. The permanent ileostomy, while 
exhausting the possibility of rectal carcinoma because the 
rectum has been removed, is a procedure dreaded by 
patients and likely to discourage the patient’s relatives 
from seeking early attention. The authors suggest that 
the best age for removal of the affected bowel is in the 
late “teens” before the risk of the development of malig- 
nant changes. Such young patients recover rapidly from 
the operation and quickly develop a normal bowel action.’ 
The amount of rectum preserved depends upon the acces- 
sibility of the remaining portion to endoscopy and the 
difficulties encountered in forming an anastomosis low 
in the pelvis. In this respect, the authors suggest that 
the anastomosis should be 10 to 12 centimetres from the 
anal verge; that is, usually just below the _ sacral 
promontory. The rectal polypi should be fulgurated after 
initial recovery from the colectomy in older patients in 
whom malignant changes may already be present. Regular 
follow-up examinations are needed and there is some 
evidence that with increasing age there is less tendency 
to develop new polypi in the residual section of the 
rectam. 


1Am. J. Surg., July, 1954. 
2? Brit. J. Surg., March, 1956. 
3J.4.M.A., October 18, 1952. 
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ing chick embryo. Every attack in removal. He removes a portion of the 

Abstracts from wevical pon gives a short-lived immunity gland for biopsy; if the frozen section 
Literature. of about one month, but subsequent is reported to be one of a mixed tumour, 

attacks tend to be milder. The author he proceeds with a modified Krénlein 

studied 20 patients, and he was able to operation. If the diagnosis is lympho- 

OPHTHALMOLOGY. demonstrate the presence of a virus in sarcoma, then the tumour is irradiated. 


Lamellar Scleral Resection. 


J. B. Moner anp A. M. Smmon (Am. J. 
Ophth., January, 1956) outline the indica- 
tions and technique of lamellar scleral 
resection. The first retinal detachment 
in patients with aphakia, myopia, vitreous 
retraction and large disinsertions at the 
ora serrata, which do not subside with bed- 
rest and binocular occlusion, and where 
other operations have failed, requires 
lamellar scleral resection. The operation 

_is also recommended in high myopia 
with progressing sclerochoroiditis and 
myopic astigmatism. The authors describe 
in detail their technique, which is simple. 


Operation for Epicanthus and 
Blepharophimosis. 


C. C. Jonnson (Am. J. Ophth., January, 
1956) mentions numerous types of epi- 
canthus, and describes his technique for 
their correction. He prefers the Blair 
operation on the epicanthal fold, combined 
with tucking of the medial canthal 
ligament and a simple von Ammon 
canthoplasty on the external canthus. 
He believes that the best results are 
obtained when the patients are at the 
age of ten or twelve years, but they may 
have to undergo operation as early as 
two years because of the ptosis. In 
each of his patients a bilateral epicanthus 
operation was the primary procedure, 
and a bilateral ptosis operation was 
completed later. 


Surgical Correction of Blepharo- 
phimosis. 


- E. B. Sparta (Am. J. Ophth., January, 
1956) prefers the term blepharophimosis 
to that of epicanthus, because it includes 
all possible complicated types. Ptosis 
of the upper lid is an almost constant and 
significant part of the complex; this 
ptosis is due to aplasia of the levator 
muscle, and to subsequent fibrosis of 
this muscle and its tendon. The following 
types are recognized: epicanthus supra- 
ctliaris, epicanthus palpebralis, epicanthus 
tarsalis and epicanthus inversus. The basic 
pathological changes result in fibrotic 
ptosis, inelastic upper lid and tarsal 
plates, which are shell-shaped. The 
superior cul-de-sac is shortened. Entropion, 
trichiasis and epiblepharon may also be 

resent, and also there is usually delay 
in the development of the bridge’ of the 
nose. Mental deficiency appears in these 
cases in a proportion higher than the 
average. The author outlines his technique 
for the correction of these deformities ; 
‘the aim is to correct the ptosis, to elongate 
the palpebral fissure, to adjust the dis- 
similarity in the length of the lid margins, 
and to eliminate the epicanthus. 


The Virus of Behcet’s Disease. 


N. Sezer (Am. J. Ophth., January, 
1956) reports on further studies to 
prove the viral ewtiology of Behcet’s 
disease. The virus is about 100 milli- 
microns in size, and ws well on the 
chorioallantoic membrane of the develop- 


the blood during the first and second 
weeks. He also found that the virus 
was excreted in the urine. The disease 
can be diagnosed, and the virus isolated, 
from the blood of the patients who have 
aphthe in their mouths and on the 
genital organs, but in whom the eye 
manifestations have not ap 
Cortisone treatment is contraindicated, 
since it increases the clinical manifesta- 
tions and decreases the titre of the 
antibodies in the blood. 


The Use of Air in Eye Surgery. 


H. B. (Tr. Ophth. Soc. 
U. Kingdom, 1955) indicates the common 
surgical operations on the eye for which 
air may be used, at the end of operation, 
to effect either anatomical restoration of 
the anterior chamber, or replacement of 
intraocular membranes. The procedure 
has great value in cataract extraction, 
where it tes the iris and vitreous 
face from the cornea, restores a collapsed 
cornea to its normal curve, and assists 
in early reformation of the anterior 
chamber. The author believes that the 
injection of air under the conjunctival 
flap in a trephine operation prevents 
early conjunctivo-scleral adhesions around 
the trephine hole. Occasionally some of 
the air may pass through the trephine 
hole into the ‘anterior chamber. In 
retinal detachment, the drainage of inter- 
retinal fluid through the diathermy 
punctures is assisted by the injection of 
sterile air into the vitreous chamber. 
Air is also used at the end of a corneal 
graft operation to restore the anterior 
chamber, and to prevent anterior synechie 


from jeopardizing the transparency of the _ 


graft. After the division of anterior 
synechis it is a good practice to inject 
air into the anterior chamber to prevent 
their reformation. ; 


Expanding Lesions of the Orbit. 


A. Reese (Am. J. Ophth., January, 
1956) discusses the treatment of orbital 
tumours, with special reference to tumours 
of the lachrymal gland. Hzemangiomata 
are encapsulated, and can be dissected 
out quite easily. Lymphomatous tumours 
respond readily to irradiation, and in the 
case of a pseudotumour surgical removal 
is contraindicated. Operation in this 
latter case is necessary only to establish 
diagnosis. Dermoid cysts are usually 
quite easily removed, and a neurilemoma, 
which is an encapsulated tumour, can 
be removed completely by the Krénlein 
operation. A neurofibroma, on the other 
hand, which usually invades contiguous 
bone, requires an exenteration. A glioma 
of the optic nerve can be removed by the 
Krénlein operation. The patient presents 
himself with exophthalmos and a palpable 
mass, or with exophthalmos and no 
palpable mass. In any case, indicated 
therapy cannot be started, in most 
instances, until the diagnosis is estab- 
lished. With regard to tumours of the 
lachrymal gland, Reese is of the opinion 
that these are handled badly, and he has 
described a new technique for their 


If the diagnosis is carcinoma, then 
exenteration of the orbit is advised. 


Myopia Caused by Prematurity. 

H. L. Brrez (Am. J. Ophth., February, 
1956) reports on the myopia in children 
with healed retrolental fibroplasia. This 
type of myopia is different from the 
myopia which occurs at puberty, and 
which is referred to as ‘‘ axial myopia ’”’, 
and it is different from the severe pro- 
gressive myopia known as malignant 
myopia. The myopia of prematurity is 
of severe grade when first discovered, and 
is not rapidly progressive, and in fact 
there may be no change in ten years. 
This form of myopia may be associated 
with either optic atrophy or even mental 
retardation. Strabismus is not uncommon. 
It usually does not progress but frequently 
decreases in extent and visual acuity 
improves, as the child develops. 


“* Diamox ’’ for Corneal Dystrophy. 
W. Stocker (Am. J. Ophth., 


February, 1956) reports on the use of 


‘* Diamox ” in corneal dystrophy, in the 
absence of glaucoma. ‘Improvement in 
vision occurred in over half the patients 
treated, and, in general, it was found 
that relatively small and infrequent 
doses were required. Most patients did 
well on 250. milligrammes every second 
day. In view of the small dosage 
the danger of side effects is minimal. 
The author’s results indicate that 
‘* Diamox ” is worth a trial in cases of 
endothelial dystrophy. 


A Comparative Study of Gonio- 
scopic Methods. 


R. N. SHarrer anp R. L. Tour 
(Am. J. Ophth., February, 1956) evaluate 
the methods of gonioscopy. The essentials 
are a contact lens, a magnifying device, 
and an illuminating system. The authors 
discuss the advantages and disadvantages 
of the direct vision contact lens, such as 
the Koeppe lens, and the indirect contact 
lens, such as the Goldmann lens. The 
authors then discuss the various magnify- 
ing and lighting systems available. They 
conclude that the easiest, and least 
confusing, gonioscopic method’ for- 
beginners is the use of a 16-millimetre 
glass Koeppe contact lens, the Barkan 
hand illuminator, and the hand held 


Haag-Streit gonioscopic microscope. 


Prednisone Therapy in Ocular 
Inflammation. 


J. O'Rourke et alii (Arch. Ophth., 
March, 1956) record their experiences with 
prednisone in experimental animals and 
clinical material. They were prompted 
to do this by the favourable reports on 
the use of this drug in active rheumatoid 
disease, wherein it was found to have a 
potency several times as high as that of 
cortisone. The drug may also be more 
suitable for long-term steroid therapy. In 
the clinical trials the drug was used 
locally as a 0-5% suspension. It was also 
given by mouth in a dosage of 40 milli- 
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on the first day, 30 milligrammes 
on the second day, and then 20 milli- 
grammes daily. The authors’ experience, 
although small, would indicate that 
prednisone is about five times more 
potent than other steroids, and it may 
effect a cure in diseases where the other 
steroids have failed. 


Retinal Detachment in Herpes 
Zoster. 

H. A. Lincorr et alii (Am. J. Ophth., 
February, 1956) report on three cases of 
herpes zoster in which retinal detachment 
occurred. In two patients severe irido- 
cyclitis was present and spontaneous cure 
occurred. neither case was a hole 
found, and the probable mechanism was 
an exudative choroiditis. In the third 
espe) iridocyclitis was also present, 

it in addition, a hole in the retina was 
found; cure was attained by surgery. 
The detachment is probably attributa 
to an extravasation from the choroid, 
secondary to a histamine reaction in the 
choriocapillaries. 


A 


Surgical Results in Intermittent 
Exotropia. 

E. Foix (Arch. Ophth., April, 1956) 
reviews the results of surgery in 50 
patients with intermittent exotropia for 
distant vision. Some of the patients 
had an equal or a greater degree of 
exotropia for near vision. None had pre- 
operative orthoptics. The surgical results 
in the author’s series justify the con- 
clusion that the best primary treatment 
of intermittent exotropia is surgery. 
The surgery of choice is recession of the 
lateral rectus muscles. When the devia- 
tion is between 20 and 25 prism dioptres 
or less, a unilateral recession is indicated. 
When the deviation is greater than 
25 prism dioptres for distant or near 
vision, bilateral recession of the lateral 
recti seven or eight millimetres is 
indicated. Orthoptic treatment is not 
needed in every case post-operatively, 
but should be held in readiness. 


OTO-RHINO-LARYNGOLOGY. 


Anaplastic Changes in Papilloma 
of the 


F. Aurman, M. Basex anv A. P. 
Stout (Arch. Otolaryng., November, 1955) 
have reviewed all the papillomata of the 

occurring in adult patients over 
@ period of. fifteen years at the Presby- 
terian Hospital, New York. There were 
51 cases, 28 in men and 23 in women. 
In 38 patients the lesion was single, 
and in 13 it was multiple. The single 
papillomata were about twice as frequent 
in men as in women. The fact that 


- golitary, as well as multiple, papillomata 


can be the site of typical carcinoma 
has repeatedly been reported. In the 
present series, 11 of the 51 tumours had 
anaplastic changes in the epithelium. 
In one other, a spreading carcinoma 
in situ developed. The cases having 
anaplastic changes were of a single 
papilloma in all but one instance. 

changes consisted mainly of irregularities 
in the size and shape of the cells, particu- 
larly in the basal epithelial layers, with 


loss of polarity, variations in the size and 
shape of the nuclei, hyperchromatism, 
an increased number of mitoses, and 
occasional bizarre mitoses leading to the 
formation of multinucleated giant cells. 
The epithelial layers were often thickened 
and hyperkeratotic. In eight of the 
11 cases the anaplastic changes were 
found within the papillomata. In none 
could the development of an infiltrating 
cancer or the formation of metastases be 
observed. Anaplastic changes occurring 
in the epithelium of papillomata seem, 
therefore, less significant and ominous 
than those developing in the regular, 
laryngeal epithelium. It is emphasized 
that a careful follow-up of the patients is 
essential, since positive biopsy specimens 
may be obtained after many years of 
normal findings. In three of the patients 
the intervals between the first examina- 
tion and the first positive biopsy findings 
were thirteen, seventeen and twenty years 
respectively. In six of the patients with 
intraepithelial anaplasia the papillomata 
were removed and recurrent papillomata 
failed to show any malignant change. 
Two patients had a ofissure 
on account of recurrent papillomata of 
the vocal cords with cancer in situ in 
the vicinity of the papillomata. Two 
were submitted to total laryngectomy, 
one because of intramucosal carcinoma 
and one for recurrent papillomata with 
anaplastic changes revealed later as 
carcinoma in situ. The authors suggest 
that the more radical treatment should be 
started at once when marked spread 
within the epithelium or even the slightest 
suggestion of infiltrative growth rises. 
Papillary growths did not seem to respond 
to radiotherapy. 


Medical Treatment of Méniére’s 
Disease. 


H. L. (Arch. Otolaryng., 
December, 1955) suggests that persons 
with Méniére’s disease belong to a group 
of patients with some inherited con- 
stitutional deficiency, a group displaying 
such disorders as Raynaud’s disease, 
allergic conditions and acrocyanosis. 
A preferred stress or stimulus results 
in an abnormal reaction of the peripheral 
vascular bed. The hypothesis is pre- 
sented that, as a result of extreme slowing 
of the blood stream, anoxia occurs. 
Vascular damage is then caused . and 
sludging of the blood cells takes place. 
In addition, toxic metabolites such as 
histamine are released, and the collection 
of extracellular fluids of high protein 
content occurs. When this train of 
events occurs in the -arterioles and 
capillaries of the striew vasculares of 
the labyrinth, a state of endolymphatic 
hypertension is induced, and this, in 
turn, may lead to the changes reported 
by Hallpike and Cairns. The treatment 
of Méniére’s disease can be logically 
divided into that of the acute attack and 
that of the underlying condition. In 
controlling the acute attack, those drugs 
stimulating the adrenergic nerves or 
paralysing the cholinergic nerves are 
successful. Atropine, one-seventy-fifth of 
@ grain, given by the subcutaneous route 
will usually be effective in terminating 
the crisis in fifteen to thirty minutes. 
Epinephrine is also helpful if given as 
five to 10 minims of a 1 : 1000 solution, 


injected slowly into a vein. If taken 
early, ephedrine, one and a half grains, 
or amphetamine, five to 10 milligrammes 
by mouth, has also been useful. Dimen- 
hydrinate, 250 milligrammes in five 
millilitres of solution, for injection into a 
muscle, or in 15 millilitres of isotonic 
saline for injection into a vein, has been 
found to be effective in the relief of the 
acute attack. For control of the under- 
lying condition, vasodilators are effective. 
Papaverine, four and a half to 12 or 18 
grains daily by mouth, may be useful. 
Nicotinic acid, 100 milligrammes by 
mouth, or in larger dosage until an 
effective flush has been produced, has 
also been found useful. The full dosage 
may be taken once daily before breakfast 
and should be continued for from four 
to six weeks after the symptoms subside. 
Histamine also has been used as a vaso- 
dilator, being administered by the 
intravenous route as 2-75 milligrammes of 
histamine phosphate in 250 millilitres of 
isotonic saline, at a rate of 16 to 60 
drops a minute. The rate of administra- 
tion should be such that the patient has 
no headache and no discomfort what- 
soever. The injection may be given daily 
for as long as may be necessary. The 
stomach should be protected with food 
and by antacids. Although there has 
been some diversity of conclusions as 
to the effect of the level of sodium in the 
body fluids, restriction of salt intake and 
the administration of ammonium chleride, 
six to nine grammes daily, in divided 
doses, are recommended, Thyroid extract 
and cestrogen may be helpful in some 
patients, and sedatives may be useful 
to control the tension of anxiety. 


Laryngofissure for Laryngeal 
Keratosis. 


A. J. CRACOVANER AND A. 8. RUBEN- 
STEIN (Arch. Otolaryng., February, 1956) 
explain that keratosis or hyperkeratosis 
of the larynx is a localized hyperplasia 
of the epithelium. Grossly, it appears 
as a whitish. or greyish-white elevated 
area that may be smooth, but usually is 
irregular and wrinkled. The surrounding 
mucosa is frequently in a state of chronic 
inflammation. Microscopically, there is 
an increase in size of the squamous 
epithelial layer, especially the cornified 
portion. If cells with atypical nuclei of 
malignant tumours are recognized in the 
mucosal layer, the specimen is considered 
to be a carcinoma in situ, and if the 
basement layer is broken by infiltration 
of these atypical cells, the diagnosis is 
one of infiltrating carcinoma, Small 
keratotic lesions are usually removed with 
forceps by direct laryngoscopy with hope 
of eradication of the entire process. 
Sometimes the procedure is adopted of 
stripping the entire vocal cord of its 
mucous membrane. All too frequently 
the lesion has a tendency to recur and 
may require several operations. It seems 
wiser to ensure complete removal by 
resecting the cord through a laryngo- 
fissure. It is concluded from experience 


of a number of cases that thyrotomy 
should be performed earlier for hyper- 
keratoses than is often the case. The 
procedure is wiser than the repeated 
readmissions to hospital, the continued 
worry and the uncertainty of procrastina- 
tion, with less radical methods. 
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Clinico-Pathological Conferences. 


A CONFERENCE AT SYDNEY HOSPITAL. | 


A CLINICO-PATHOLOGICAL CONFERENCE was held at Sydney 
Hospital on May 15, 1956, Dr. NorMAN Ross, the Medical 
Superintendent, in the chair. The principal speaker was Dr. 
= fos TEN SELDAM, Reader in Pathology at the University of 

ydney. 


The following clinical history was presented. 


Clinical History. 


The patient was an Italian woman, aged fifty-one years, 
who spoke broken English. She had placed herself in the 
eare of a practitioner two days before her admission te 
hospital because of weakness and dyspneea present for six 
months. He had available a blood count performed eleven 
months previously, reporting 11:2 grammes per centwm of 
hemoglobin and “iron deficiency anemia” on the film. No 
other details were given. There were details also of a blood 
count performed two weeks before her admission to hospital 
as follows: 5:1 grammes of hemoglobin per centum, 1,600,000 
red: cells per cubic millimetre, a colour index of 1:06 and 
occasional microcytes and macrocytes. His examination 
revealed the patient to be a very pale woman with cdema 
of the feet and an enlarged liver, and notable cyanosis of 
the lips and fingers. The blood pressure was 90 millimetres 
of mercury, systolic, and 50 millimetres, diastolic, and rectal 
and vaginal examination revealed only hemorrhoids, which 
were not bleeding. No other source of blood loss was found. 
She had 
taken no aspirin or other medicine. 


On her admission to hospital the patient said that she had 
been in good health all her life until three months previously. 
She had then become weak, tired and listless, had lost her 
appetite, and in two months had lost 28 pounds in weight. 
She suffered from _ severe constipation refractory to 
cathartics. While walking she would become giddy, and had 
herself noticed increasing pallor. There was no jaundice. 
Dyspnea appeared on exertion, and was followed by mild 
ankle swelling. There was no chest pain. Specific inter- 
rogation revealed no dyspepsia or any symptoms referable 
to the genito-urinary system other than burning during 
micturition present for three months. Her mother and 
siblings were alive and w She did not use tobacco and 
said that she was a moderate drinker of alcohol. 


Examination showed her to be a very pale, obese woman 
in whom dyspnea appeared with the slightest exertion. The 
liver was enlarged, firm and palpable three fingers’ breadth 
below the costal margin; her pulse rate was irregular at 
100 per minute, and the pulse was of good volume; her 
blood pressure was 100 millimetres of mercury, systolic, and 
60 millimetres, diastolic. Pitting edema of the sacrum and 
ankles and internal hemorrhoids were present, and there 
was a trace of albumin in the urine. A finding of loss of 
sensation in the lower limbs was regarded as doubtful by 
the examiner. The spleen and lymph nodes were not palp- 
able; there was no cardiac enlargement or murmurs. 
Examination of the respiratory system gave negative results. 
There was no glycosuria and no rash, and no notes were 


made on the presence of erythema of the palms or spider 


nevi. The temperature was normal. 


The hemoglobin value was found to be seven grammes 
per centum, and a transfusion of packed cells was ordered 
for the following day. Several hours after her admission to 
hospital an injection of a quarter of a grain of morphine 
and oxygen were given, but the patient-became increasingly 
dyspneic at rest and felt as if. she was going to die. The 
pulse rate, 100 per minute, was regular; her blood pressure 
was 130 millimetres of mercury, systolic, and 80 millimetres, 
diastolic. Eight hours later she became comatose, and she 
died shortly afterwards. 


At the post-mortem examination the positive findings 
were as follows: (i) bilateral pleural effusion (eight and ten 
ounces) and slight pulmonary cdema, mostly on the left 
side; (ii) an enlarged heart (15 ounces) with a few small 
petechial hemorr?.ages in the pericardium and epicardium; 
(iii) hepatomegaly (76 ounces); the surface of the liver was 
smooth, and the cut surface was generally pale and mottled, 
with small areas of pallor; (iv) slight reduction of brain 
weight (36 ounces). 


A few days after this patient’s death, her daughter, aged 
twenty-three years, consulted the same practitioner com- 


been treated with liver and iron, but had: 


plaining of weakness and dyspnea. The liver was palpable, 
the legs were cedematous, and there was cyanosis of the 
fingers and toes. The illness bore a striking resemblance to 
that of her mother. She was referred to another hospital. 


Clinical Discussion. 


Dr. H. M. Wuyte: This patient must have appeared to 
the physician in the ward as a pale, cyanosed, obese, Italian 
woman, fifty-one years of age. She became breathless on 
the slightest exertion, she had edema, moderate tachycardia, 
a low blood pressure and an enlarged, firm liver. In fact, 
she presented the picture of cardiac failure, and we presume 
she had a raised venous pressure. , 


But why had the heart failed? We may think that her 
anemia caused the failure. But the anemia was of only 
moderate severity, five to seven grammes per centum, and 
this degree of anemia rarely causes such gross evidence of 
failure unless the heart is already faulty for other reasons. 
There is the possibility, of course, that not all of this hzemo- 
globin is functional; perhaps some of it is altered hzemo- 
globin. The only point in the history to suggest that this 
might, be so is the fact that cyanosis was such a prominent 
feature; and perhaps a clue to the cause rested with her 
constipation, for which, perhaps, she took excessive quan- 
tities of purgatives, which may have predisposed to the 
conversion of hemoglobin to sulphemoglobin or methemo- 
globin. Apart from anemia, what other cause might there 
be for cardiac failure? There is no evidence of a valvular 
lesion. There is no evidence of hypertension from the history 
and examination. There is some evidence for ischemic 
heart disease from an electrocardiogram which I have been 
given. Then, again, there may be other factors not dis- 
covered at that stage, in the way of poisons or other myo- 

toxins. . 


Anemia is a prominent feature in this case; why is she 
anemic? There is no evidence of blood loss. The possibility 
of cesophageal varices is left wide open from her admitting 
to being a moderate drinker, her liver being large, and the 
special note that there was nothing in the history mentioning 
other evidence of liver disease such as nevi and liver palms. 
There is nothing to suggest hemolysis. Nor is there any- 
thing to suggest poor production of blood, except that eleven 
months before admission to hospital she had an iron 
deficiency anemia. The possibility of pernicious anemia 
has been bronght up by the writer of the history when he 
refers to the loss of sensation and impairment of tendon 
jerks—but this is in spite of treatment with iron and liver. 
However, we cannot exclude the possibility of a megalo- 
blastic anemia; the blood investigation is inadequate to 
prove or disprove it, and there are other causes of it than 
pernicious ¢ 


And what about the liver which is so firm and so large? 
Is it entirely due to venous congestion and back pressure, 
or is there cirrhosis? Or is it enlarged because of neoplasia? 
And what about the loss of weight—iwo stone in two 
months? There are no clues regarding that. There is no 
infection, apart from the probable urinary one. There 1s 
nothing to lead us directly to a diagnosis of neoplasm, and 
there is no diabetes and no evidence of thyrotoxicosis. 
Admittedly she ate poorly. And what, too, about the cyanosis 
which was so prominent? Is it entirely due to the circu- 
latory failure? : 


Luckily, it is not left to me to answer these questions. 


But these are some of the queries I think we should all © 


keep in mind as we follow the case to the post-mortem-room, 
where Dr. ten Seldam will provide the answers. 


Dr. R. E. J. Ten Secpam: I do not think that I am going 
to find the complete answer. As a matter of fact, when my 
friend Dr. Palmer had convinced me, I should really say 
tricked me, into coming here to analyse the case today, I 
accepted first of all because I think it is good that occasion- 
ally the boot is on the other foot, and it should be realized 
that even though we pathologists look directly at things, 
the interpretation of what we see is not always easy. 
Secondly, it should be realized that this case may demon- 
strate again that sometimes the clinician is in a more 
advantageous position, and only very close cooperation 
between the pathologist and the clinician can lead to the 
ultimate satisfactory solution of our problems. : 


However, I might not have so easily accepted this invita- 
tion if I had sufficiently realized the difficulties confronting 
me. I have as much or as little evidence concerning the 
clinical course of the disease as you have. I think that the 
only thing I can add to our knowledge is what the patholo- 
gist found, which in this case is not sufficient for the 
solution. The autopsy report and some of the histology I 
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will now read out, and as we are going on I will make a few 
comments and, having seen the slides, comment further. 
The pathologist mentioned in the autopsy report that the 
body was that of an obese, pale woman. Now I want you 
to note the fact that he mentions that she is obese, though 
we know from the clinical history that she had already 
lost two stone, so she must have been of immense size 
before her illness. 


There were several dilated venules over the face and neck, 
and several discrete “finger tip’ bruises on.the left forearm. 
No enlarged lymph nodes could be found in either axilla or 
in any other part of the body. There was moderate cdema 
of both legs. No abnormality was detected in the mouth, 
the thyroid or the breasts. The left pleural cavity contained 
10 ounces of straw-coloured fluid and the right eight ounces. 
There were no adhesions. Both lungs were well aerated, 
some frothy, watery sputum was present in each main 
bronchus, and the pulmonary vessels were quite clear. The 
visceral surface of the pericardium contained a few small 
petechial hemorrhages. There were one and a half ounces 
of fluid in the pericardial sac. The heart was slightly 
enlarged and weighed 15 ounces, which, translated into more 
common weights, is 425 grammes (normal 250 to 300 
grammes). So there is considerable increase in weight of 
the heart. The epicardial surface opposite the petechial 
hemorrhages of the pericardium contained one purpuric 
spot. There were also several small petechial hemorrhages 
on the endocardial surface of the right ventricle. The 
myocardium and valves appeared quite normal. There was 
minimal atheroma of the coronary vessels and mild changes 
in the aorta. I think, in view of the fact that the woman 
was so heavy, no particular mention was made of a large 
amount of fat in the epicardium. The only things that drew 
attention were the purpuric spots and small petechial hemor- 
rhages which are so common in a patient who dies with 
severe anemia, and can have many other causes as well. 
So I do not think that they are very important in this case. 
The weight of 425 grammes can be reached, I think, in such 
a heavy woman, by the increase in epicardial fat alone, 
even though it is not particularly mentioned here. 


The liver was called slightly enlarged, but it weighed as 
a matter of fact 2155 grammes, which I think is considerably 
enlarged. Normally we would expect something in the 
order of 1300 to 1500 grammes, 1500 already being pretty 
heavy for a woman. This liver is well over 2000 grammes, 
so about one and a half times what ordinarily could be 
expected in a woman. Its surface was smooth, rather pale 
and fatty in appearance. The cut surface showed many 
small pale areas, pin-head in size, scattered throughout, the 
liver substance being very fibrous. 


The spleen weighed 10 ounces or 284 grammes (normal 125 
to 160 grammes). This is definitely enlarged, and it was 
also mushy. The kidneys appeared pale; normal weights. 
The capsule stripped readily. There was no abnormality bar 
a slight infection of the pelvis of the left kidney, while the 
bladder contained what appeared to be infected urine. The 
brain was somewhat atrophied, but apart from this looked 
normal. The vesels were in good order. For the rest no 
abnormalities were noted. 


Now I think it would be wise if we had a look at some 
of the microscopic slides. I have to mention that the lung 
showed some edema and desquamation of macrophages and 
also showed slight signs of congestion, but otherwise, in my 
opinion, did not reveal anything that was relevant to the 
whole disease, apart from her cardiac failure and congestion. 
The spleen showed certain histological changes on which I 
will comment in a minute, but again I did not think it was 
warranted to make pictures of those because the changes 
were not extensive, and photographically reproduced would 
not mean much to the non-pathologist. 


So I kept the pictures confined to the bone marrow and 
the liver. We may have a look at the first slide of the bone 
marrow (Figure I). I took this particular field for the 
reason that we are presented here with quite a lot of large 
blast cells. As a matter of fact I had a bit of difficulty in 
finding this particular field where there are lots of other 
elements as well, as the bone marrow was in places entirely 
composed of these blast cells. However, there is also still 
an enormous amount of erythroblastic activity in some parts 
(that is the reason why I chose this particular field), but 
there is no evidence of leuchemic changes either in the 
one lymph node which I had available or in the spleen or 
liver. My first thought, that we might be dealing with an 
aleuchemic leuchzemia, can therefore be discarded. 


The spleen contained lots of polymorphonuclear cells. The 
follicles—Malpighian bodies—were quite distinct in most 
places, and in the periphery of these follicles, sometimes 


even a bit more centrally to the pulp, there were enormous 
amounts of polymorphonuclear cells, but I did not find any 
definite sign of myeloid activity. , 

There was no increased fibrosis in the spleen, there were 
no Gamma-Gandy bodies or sidero-fibrotic nodules as they 
are sometimes called. There was no hemorrhage, but there 
was definitely congestion. Going back to our slide, we deal 
with very active bone marrow, but with particular activity 
in the leucoblastic series. Megakaryocytes are absent in 
this particular field only because I chose this field on purpose 
to show the erythroblasts present, but although megakaryo- 
cytes were more scanty than ordinarily, they were definitely 
present in this bone marrow. 


Figure I. 


Active bone marrow full of “blast” cells. (Hematoxylin 
and eosin stain, x 275.) 


Now let us have a look at the liver (Figure II). We have 
here in this liver, first of all, a considerable fatty infiltration 
or fatty degeneration—let us call it fatty change, which I 
think is simpler. I do not want to commit myself too far 
on this point. We see also quite a bit of infiltration of what 
with a higher magnification prove to be polymorphonuclear 
cells, and there is a definite increase in fibrous tissue, which 
already drew the attention of the pathologist at autopsy. 


The next slide shows an even more severe fibrosis, and you 
still see collections of polymorphonuclear cells everywhere 
here, while there is extensive fibrosis of a rather diffuse 
nature. 

With Masson’s stain (which stains the connective tissue 
green) we see that indeed what drew our attention in the 
hematoxylin and eosin preparation is true fibrosis. 


In the next slide you see the changes in a different field, 
and again there are quite ’a number of what we may call 
inflammatory cells. 


There is also, in the next slide, another feature to be 
found, which I did not mention before, and that is centri- 
lobular necrosis. There is not only centrilobular necrosis, 
but here and there also some focal necrosis, sometimes 
again with lots of polymorphonuclear cells, indicating that 
this is not an agonal necrosis, which quite commonly is 
found, but seems to have been going on for some time. In 
some spots it is difficult to decide where the necrosis finishes 
and where the fibrosis begins (Figure III). You can see 
another feature that I did not mention, and I think you may 
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be able just to distinguish it, and that is that many of the 
cells contain brown pigment granules, and with a specia! 
stain we see that these brown granules are iron and that 
there is a considerable amount of it, particularly in the 
periportal tracts. There is much more iron, I would say, 
than one expects to find in a normal liver. 


Now the diagnosis of leuchemia I did not think was 
correct, and when we saw this amount of iron in the liver, 
my thoughts, of course, went to other possibilities. 


Summing up, we find, then, an enlarged liver with definite 
diffuse hepatic fibrosis even though not in a final stage, and 
a lot of iron pigment, and, of course, that led me to think 
that hemochromatosis might have played a part; but the 


Ficure II. 


fatty change and diffuse hepatic fibrosis with 
and eosin stain, 
x ‘ 


Liver : 
inflammatory activity. 


iron is not connected with the formation of fibrous tissue at 
all, and as a matter of fact no iron was found in other 
organs, including the spleen, apart from the bone marrow, 
and there was only a very little iron in that. There was no 
histological fibrosis of the pancreas, and I do not think that 
there was any iron in it to speak of. As a matter of fact, 
the pancreas was quite normal. This, together with the liver 
picture, in my opinion not only makes hemochromatosis 
extremely unlikely, but also excludes the possibility of hemo- 
lysis, which I think is very important. 


So, summing up, we find here a middle-aged woman who 
died with a very severe anemia and an early diffuse hepatic 
fibrosis which was still actively progressing. 


When we hear, I think it is mentioned in the clinical notes 
that you have, that a daughter has been admitted to hos- 
pital with a very similar clinical picture as her mother, 
then it is very likely that the disease in those two women 
had a common cause. I personally can hardly believe that 
both were suffering from entirely different diseases, although 
with a similar symptomatology. Now this may help us 
considerably to come to a conclusion, and we may deal with 
the different possibilities under the following headings. (a) 
First of all, familial—that is hereditary disease. (b) Then 
the possibility of an infectious agent that acted on both—it 
is quite common that two members of the same family are 
infected by the same agent simultaneously or one shortly 


after the other. (c) The third possibility is that both were 
exposed to the same noxious chemical agent; and I think 
the last possibility (d) is that both lack some essential in 
their food, or, in other words, had a form of nutritional 
deficiency. 


Now let us consider these possibilities in turn and see if 
we can find any that can explain all the features. 


(a) I think that I can pretty quickly deal with hereditary 
and familial disease, because acholuric jaundice, thalas- 
semia and even sickle-cell anemia (although in Italy it is 
pretty rare—it is still a possibility) can, I think, all be ruled 
out just because of the absence of hemolysis, -which was 
a most interesting and important finding. For this same 
reason acquired hemolytic anemia of unknown origin must 
also be ruled out. Now there are other reasons why. we can, 
I think, rule out these diseases. Take, for instance, acholuric 
jaundice. Well, to begin with, she was not jaundiced, and 
I do not think there is any sense in mentioning all the 
different points on which the hemolytic diseases can be ruled 
out, because the most essential part of it, the hemolysis, 
was absent. 


(b) The hypothesis of an infective agent seems to me also 
very unlikely. There is nothing at all in the autopsy report 
to suggest a chronic bacterial infection like subacute 
bacterial endocarditis or Malta fever. 


As they both came from Italy, but no details were given 
how long ago, we might consider some of the more exotic 
diseases that New Australians bring into this country. But, 
because the history mentions that she spoke broken English, 
I think that she must have been here a long time, as it is 
quite an achievement for an Italian woman to do even that. 


The possibility of a protozoal infection like malaria or 
kala-azar I think must be ruled out straight away. The 
histology is not that of malaria or kala-azar or intestinal 
leishmaniasis, and there is nothing in the histology or path- 
ology to suggest such. As regards malaria, we know that 
she never was ill until the moment of this final disease, 
and kala-azar would present quite differently with enorm- 
ously enlarged spleen and typical histology. There is nothing 
to suggest malarial pigment, and even if there was a lot of 
pigment it would not worry me over-much, as it is obvious 
that there is nothing to suggest any severe influence of 
malaria. Even though malaria is a very tricky disease and 
can present with all kinds of signs and symptoms, I do not 
think that it would run the course as described here in 
such short time or with the pathology as found. 


For a moment one might consider the possibility of infec- 
tious hepatitis without jaundice, and no doubt these cases 
do occur; but it is then a condition which is generally con- 
sidered to be very mild. I doubt personally very much if 
long-standing chronic cases do occur both without fever and 
jaundice, and which still would gradually damage the liver 
to the extent which we have seen, and lead to severe anemia 
at the same time. That two such rarities (if they do occur) 
would happen in mother and daughter nearly simultaneously 
is too coincidental for me. I personally believe that we can 
safely discard that possibility. 


(c) Then we come to exposure to some noxious chemical 
agent. There are certain chemical substances which indeed 
may lead to an aplastic anemia and liver damage, and in 
some of these cases of aplastic anzemia the bone marrow is 
not always as aplastic as the name would indicate. But I 
do not think one would find such an active bone marrow in 
the final stage of aplastic anemia as we found here. The 
poisons that lead to a hemolytic type of anemia we may 
exclude upon the evidence of no hemolysis being present. 
In Europe one might consider the possibility of chronic 
carbon monoxide poisoning in winter from a leaking stove, 
but I do not think there is much chance of an occurrence 
like that here. The woman being so enormously heavy, I 
considered for a second the possibility that she had been 
using slimming pills in the form of dinitrophenol, but I am 
assured by a pharmacologist that dinitrophenol is not any 
longer made by any reliable firm. Even so, I do not think 
that this could be the cause, as it does not lead to this kind 
of picture, but to an aplastic anemia, and would also run a 
far more acute course. It is possible that mother and 
daughter both worked in a factory or in some other way had 
a regular contact with substances like benzol or trinitro- 
toluene, but although these substances may lead to massive 
hepatic necroses, I do not think that they would lead to 
diffuse hepatic fibrosis with severe anemia plus an active 
bone marrow with a leucoblastic reaction. 


(d) They both may, of course, have lacked some essential 
elements in their food, and I personally think this is the 


most likely explanation. I do not know about the daughter, 
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but certainly the mother is in the age group in which idio- 
pathic hypochromic anzmia is very common, and an iron 
deficiency anemia might very well be the result of the 
common habits of both mother and daughter. 


One might well object to this and ask an explanation for 
the liver changes. It is well known, indeed, that one form 
of anemia which I have not mentioned yet, splenic anemia 
or Banti’s disease, can clinically resemble idiopathic hypo- 
chromic anemia, and it may even temporarily improve on 
iron therapy, although in the long run this does not help. 
We saw in this case that iron therapy failed and that sho 
developed diffuse hepatic fibrosis, which is the ultimate 
outcome of Banti’s disease, too. . Why, then, should this 


Figure III. 
Liver: small focal necrosis at the border of fibrosis and 


with inflammatory cells. a and eosin stain, 
x 


not be a case of splenic anemia? On pure pathological 
grounds I do not think I would be able to entirely deny 
that possibility, but the spleen is not as large as one would 
like to have it. I mentioned there were no Gamma-Gandy 
bodies; there were not even hemorrhages around the peni- 
cillar arteries, and there is no increase in fibrosis. The 
spleen is not at all in the foreground of the picture. In 
other words, she did not present with a spleen to begin with, 
as the spleen was not even palpable during life. While this 
might have been due to her obesity, at autopsy the spleen 
was found to be not excessively heavy, although heavier 
than normal. 

Although I cannot definitely and absolutely rule out the 
possibility of splenic anzmia, I still have the following objec- 
tions. That is, that apart from the pathology of the spleen, 


which was not in accordance with Banti’s disease, this con- - 


dition is not a familial disease, and would be very unlikely 
to affect both the mother and the daughter. Splenic anemia 
is far more common in males than females, and it affects 
generally a different age group from that of the mother. 


Now I think that some of you may make another objec- 
tion and say that as she was treated for iron deficiency 
anemia, it can hardly be one;, but I think personally that 
here the developing hepatic fibrosis played a part. In the 
histological slides we saw the storage of a rather unusual 
amount of iron, and I think that it might well have been 
that the damaged liver cells were just unable to cope with 
this offered iron. As to the cause of her diffuse hepatic 


fibrosis, I am entirely in the dark. As I have mentioned 
before, the woman was exceedingly fat, as she had lost two 
stones and the pathologist still remarked that she was 
obese. She came from Italy, and though this might have 
been a long time ago, she certainly drank wine, but as is 
mentioned in the clinical notes, only moderately. But opinions 
of what is moderate vary very much from one person to 
another, and I do not think that southern Frenchmen and 
Italians would think a bottle a day very much. They would 
actually consider this as very moderate indeed. She probably 
also used regularly food which was rich in carbohydrate, 
like spaghetti, and fatty and other foods which might well 
have been lacking in some of the essential aminoacids. Or 
at least it might have contained insufficient proteins to 
provide the necessary lipotropic factors needed for the 
amount of fat offered to the liver. I think that all these 
factors together, her drinking of wine, eating fatty food 
and probably lack of lipotropic factors, led to the fatty 
change and gradually to a diffuse hepatic fibrosis which 
was still very actively going on. 

So I should like to conclude with my personal opinion that 
this is an idiopathic hypochromic anzmia which is com- 
plicating a still actively developing fibrosis of the liver on 
the basis of a qualitative malnutrition. 


Dr. Rosp: Would anyone else like to express an opinion 
about this case? Dr. Whyte has thrown a lot of questions 
in the air which he would like you to attempt to answer, 
and I call for discussion on this interesting case. Dr. Evans? 


Dr. W. Evans: I feel very great hesitation in venturing 


upon this, because I came a little late and it is an extremely 


difficult question. I would like to congratulate Dr. ten 
Seldam upon his very able summary of the situation and 
his conclusions. I would like to say that my own personal 
reaction was that it was possibly associated with the 
patient’s stay in Italy, such as sickle-cell anzemia or Mediter- 
ranean anemia. However, I think Dr. ten Seldam disposed 
of the possibility of there being a hemolysis, although I 
noted that the marrow was very active and she had a gross 
anemia; but still the question of hemolysis has been 
apparently ruled out, so I think that Mediterranean and 
sickle-cell anzmia must also be excluded. 


The iron deposits in the liver rather disturb me. I could 
not completely explain this unless there was some hzmo- 
lysis, and that is one unsolved problem as far as I was 
concerned. The basic factor does appear to be, as Dr. ten 
Seldam said, some nutritional disturbance with cirrhosis of 
the liver, subsequent anzemia, hypoproteinzemia, cedema and 
fluid in the pericardial and pleural cavities, so that in the 
main I must say that my conclusions were similar to those 
of Dr. ten Seldam. 

Dr. Ross: Could we have comments from some patholo- 
gists of the living? Dr. Walsh? 


Dr. WatsH: Mr. Chairman, I am not quite clear on what 
grounds Dr. ten Seldam eliminated the possibility of hzemo- 
lysis. I would like to ask him to elaborate further on this. 


Dr. TEN SELDAM: I think that in hemolytic anemias you 
always will find iron in pretty heavy amounts in the spleen, 
but there was none that I could demonstrate. That was 
the reason ‘why I ruled out the possibility of hemolytic 
anemia. 

Dr. WatsH: I would agree with the statement that iron 
deposition in the bone marrow, liver, spleen and other organs 
is normal in hemolytic anemia. In this patient it is strange 
that excess iron deposition was found only in the liver and 
not in the other organs. At the same time, it would have 
been most interesting if we had had available the reticulo- 
cyte count and perhaps a bilirubin estimation at the time of 
admission. I feel that-the* presence of iron in the liver 
eliminates the possibility of hemorrhagic anemia, and it is 
difficult to explain the whole condition as a nutritional dis- 
turbance with an iron deficiency anemia. The-blood picture 
is not that of iron deficiency, and the presence of hzemo- 
siderin in the liver is against this diagnosis. In iron 
deficiency anzmia the liver picture shows an absence of 
iron. The anemia is a refractory type, and I must confess 
that my first thoughts on reading the history went to the 
possibility of some chemical intoxication, possibly familial, 
of a hepatotoxic nature, which also interfered with normal 
hemopoiesis. It would be associated with, but not neces- 
sarily the cause of, either sulphemoglobin or metahzemo- 
globin. As Dr. Whyte has emphasized, these changes could 
have been due to purgatives administered for constipation. 
It is a very striking feature of the history that the lips and 
fingers were cyanosed in the presence of five grammes per 
centum of hemoglobin. I still feel that I would search in 
the family for some intoxication. 
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Dr. A. H. Tessutr: Do the results of blood examination 
really support Dr. ten Seldam’s suggestion that the patient 
had a hypochromic anemia? 

Dr. TEN SELDAM: This, of course, is on the high side, but 
still well within normal !imits; but I think that the liver 
changes really confuse the picture, because in liver disease 
you, can get hyperchromic anemia. There is a _ certain 
amount of anisocytosis, because there are mentioned micro- 
cytes and macrocytes; but the bone marrow is definitely not 
that of a macrocytic type. If I may take this opportunity 


to answer Dr. Walsh about the iron in the liver: in the very | 


beginning—Dr. Palmer will bear me out in this—when I 
had received the slides to look at before I decided to take 
the case, my first impression was “toxic”. Maybe I have 
been looking too much at them since, and some people say 
stick to your first opinions; but I think now that excess 
iron can be explained by the fact that she had been given 
iron. There was no disturbance in the liver that made the 
liver cells unable to cope with that iron, and that is my 
explanation for what it is worth. 

Dr. TresBuTT: I consider this to be macrocytic. The colour 
index was 1:06. I thought that this was in line with a 
cirrhosis of the liver: There is no evidence of any hzemor- 
rhage to cause hypochromia, and damage to the liver 
generally gives you a macrocytic picture, but not: always. 
It may be normocytic, but not, I think, hypochromic without 
blood loss. Another thing is that the marrow shows those 
large cells you saw, and I wondered whether they were stem 
cells in the red cell series, macroblasts. If so, it is really 
a macrocytic anemia associated with liver damage. 


Dr. EB. A. SuHrpton: I am sorry, but I want to take wholly 
different lines. A woman with cyanosed hands and cyanosed 
lips and with an anemia like that always makes me think 
of a virus infection with cold agglutinins. I always take 
enough blood to test for any hemolysis. I do not think 
the possibility has been excluded of mild hemolysis going 
on for a long time, and one has to think of the allergic 
anemias. There are the rare, @éute ones due to sensitivity, 
and there are those with cold agglutinins associated with 
other conditions. The fact that this woman’s daughter 
also had it brings another thing to mind which nobody has 
mentioned, and that is porphyria, which can be familial. 
Then, too, if ever I see an anemic woman like this, I 
always search for L.E. cells. F 

Dr. Rosp: From the chair I would like to say how much 
I would throw doubt on the diagnosis of malnutrition. I 
heard it said once that you never saw fat people in Belsen. 
I think that if this particular person was suffering from 
malnutrition ‘they must have had access to some material 
that was not available there, and we have ten minutes, and 
can we ask anybody else whether they would like to con- 
tribute to the discussion? ' 

Dr. D. E. Smiru: I think there are a few points of great 
interest; the cyanosis is notable, and with a patient where 
hemoglobin is 5:1 grammes per centum I think we must 
assume that there is some sulphzemoglobin or methzemo- 
globin present, or I think it is a very strong possibility. 
Now, keeping in mind that the bone marrow shows hyper- 
plasia (whether it is erythroid or myeloid), there are certain 
chemical agents, notably benzol, which produce the so-called 
aplastic anemia, and in many of these aplastic anemias 
the bone marrow goes through a phase of intense hyper- 
plasia. With the liver it seems to me that that is a toxic 
cirrhosis following on centrilobular or focal necrosis, and 
I think that the whole picture can be explained by a 
chemical agent which is capable of producing methemo- 
globinemia or sulphemoglobinemia, as well as a so-called 
aplastic anemia and liver necrosis, There are such agents; 
I think dinitrobenzene is one, and to me it seems most likely 
that this is an industrial intoxication with a chemical agent 
of the nature mentioned, The iron deposition in the liver 
I think is explained by the fact that people who are anzmic, 
not necessarily from iron deficiency, absorb quite large 
amounts of iron despite the fact that they are not iron- 
deficient. So I consider the whole picture is that of chemical 
intoxication. 

Dr. Ros: Thank you. Now Dr. Rumore, who was the 
general practitioner and also a member of the outdoor staff 
of the hospital here, has been good enough to come along 
today to throw some light on the patient’s family habits, 
I believe, and also to tell you something .about the illness 
suffered by her daughter. Dr. Rumore? 


Dr. A. Rumor: Mr. Chairman, ladies and gentlemen, as 
you see on the bottom of your notes there is a brief 
history given of the daughter, and that actually provides 
the answer to the mother also, and the quickest way to 
answer that question is to read a letter which I have from 
one of the lesser hospitals where the daughter was referred— 


as she refused to come into Sydney Hospital, the mother 
having died here four days previously. She was sent to 
the Royal Prince Alfred Hospital, and the summary of the 
letter reads: 
The patient presented with the symptoms and signs 
of congestive cardiac failure which had been present 
for about two months. She had been hypertensive 44 
months previously and gave a history of alcoholism 2-4 
botles of wine per day for some years and correspond- 
ingly poor dietary intake. .On examination the patient 
was in moderate congestive cardiac failure with venous 
pressure raised, liver palpable and legs edematous. The 
heart was enlarged. with a right ventricular gallop. 
The fingers and toes were cyanosed, but there was no 
clubbing. Screening showed a pulsatile pulmonary 
conus. The E.C.G. showed low voltage 7 waves in ali 
limb leads and inversion of 7 waves in leads V, to Vy. 
A diagnosis of beri beri heart disease was made, and 
treatment was commenced with thiamine, digitalis and 
salt restriction simultaneously and the patient improved 
very rapidly. It has been impressed upon her that her 
future health depends entirely upon her ability to 
resist alcohol and to take adequate. food. 


That is the content of the letter, and on making further 
inquiries, the mother was found to have consumed three to 
four bottles of wine a day for a period of at least six years. 
The last I heard of the daughter was about two weeks 
ago when I had a telephone. conversation with a police 
sergeant—the daughter had been arrested for drunkenness 
and bigamy. 

Dr. Rose: Dr. ten Seldam, in the light of that interesting 
letter, and having heard the comments from members of 
the audience, would you like to discuss any further aspects 
of this case? 


Dr. Ten Sevpam: If I may just say a few words, Mr. 
Chairman. I _ am glad to hear that I was pretty near the 
point when I considered a nutritional factor to be involved, 
and when I mentioned that moderate drinking is a matter 
of differing opinions between different people. But I had 
not thought about beriberi, of which I particularly ought 
to be ashamed. I did not find any changes in the sections 
I had available of heart muscle. But I am not surprised 
about that, because I have seen several beriberi hearts 
histologically, and usually you find the well-developed 
changes of beriberi hearts practically only in experimental 
animals and not in human hearts. I do not think that the 
beriberi as such had influence on. her anemia or liver 
damage, but all were just several expressions of mal- 
nutrition, though not calorically. I concentrated too much 
on the slides with the changes, forgetting that these did 
not explain satisfactorily her sudden death. 


Drs Rose: Thank you, ladies and gentlemen. That con- 
cludes the meeting for tonight. I think we will all agree 
that the form in which this case today has been presented 
has been an unusual one, and the discussion that has 
resulted from it has been of a very high calibre. I hope 
you have enjoyed it. 


Diagnosis. 
Probably beriberi together with other nutritional 
deficiencies. 


Wedical Societies. 


PAEDIATRIC SOCIETY .OF VICTORIA. 


A MEETING of the Pediatric Society of Victoria was held 
at the Queen Victoria Memorial Hospital, Melbourne, on 
October 12, 1955. 


Lingual Thyroid. 


Dr. T. Duptey Hacorr presented a girl of eleven years 
whose present symptoms included discomfort in the throat 
with a little respiratory obstruction and some speech diffi- 
culty, which varied in degree and could be described as 
speaking as though she had a plum in her throat. The 
girl’s previous history included the removal of a “fatty 
lump” under the right ear at the age of six weeks, the 
removal of tonsils and adenoids at two years and physio- 
therapy for pulmonary- collapse at eight years. She seemed 
to have completely recovered from the latter. On examina- 
tion of the child, it was found that at the base of the tongue 
there was a symmetrical firm swelling, smooth but with a 
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median sulcus and showing a number of large veins on its 
surface. No thyroid gland was palpable in the neck. The 
submaxillary glands seemed rather larger than usual. 


Dr. Hagger said that, if it was assumed that radioactive 
iodine showed no thyroid tissue elsewhere than at the base 
of the tongue, the interest of the case lay in the following 
questions: (i) Should radical treatment-be undertaken at 
the present time, before the increase in size of the gland 
which was bound to occur at puberty? (ii) If such treat- 
ment was required at the present or subsequent time, should 
it be primarily by operation or irradiation? (iii) If it was by 
operation, should thyroidectomy be partial or complete? (iv) 
If it was complete, what were the chances of a successful 
graft, and by what technique? 

Dr. RussELL Howarb, in discussion, said that he had never 
seen a lingual thyroid before. ‘Tumours, lymphoid tissue 
and angiomata were common in the tongue. He thought 
that the condition was almost certainly a lingual thyroid, 
but that could be proven by the use of radioactive iodine. 
Dr. Howard said that if the gland were removed, it should 
be removed in toto, as it would probably hypertrophy later 
if any were left and then be extremely difficult to remove. 
There was probably not much point in trying to graft the 
gland elsewhere after removal. Thyroid therapy seemed to 
be quite successful after total removal of the thyroid in a 
child. He did not think that radiotherapy should be used, 
as it would make subsequent surgery much more difficult. 


Dr. R. Lawson said that the Peter MacCallum Clinic had 
expressed the opinion that irradiation was useless. He him- 
self had not operated on such a condition, but Dr. Ackland 
had recently had experience in the management of a lingual 
thyroid which had involved a difficult second removal fol- 
lowing an incomplete removal by another surgeon. Dr. 
Upjohn had removed such a thyroid from a patient thirty 
years previously, and the patient had thrived satisfactorily 
on thyroid replacement therapy. However, there were 
reports of successful grafting procedures, and Dr. Lawson 
thought that that should be considered in the present case. 


Dr. Hagger, in reply, said that he thought the taking of 
thyroid was not quite so simple. The dosage required in 
cases of myxedema seemed to vary from time to time, and 
grafting might be advisable. 


A Case of Visceral Leishmaniasis or Kala-Azar. 


Dr. Hagger then presented a case of kala-azar in a boy, 
aged nine years: He said that it was a serious disease, 
similar in many respects to malaria, though rather more 
lethal. The protozoan parasite (known as the Leishman- 
Donovan body) spent part of its life cycle in a sandfly, so 


- that ‘indigenous cases were confined to the neighbourhood 


of coasts and river valleys where the vector occurred. But 
it had been widely distributed, and the estimate had been 
made that one in ten of the population of considerable areas 
of India and China was affected. Of particular importance 
in Australia was the fact that it was endemic all around the 
shores of the Mediterranean. Several cases had developed in 
Australia in migrants, and no doubt more would occur. It 
was Dr. Hagger’s impression that the diagnosis was usually 
easy, and treatment was said to reduce the case fatality rate 
from 90% to 10%.- It was therefore important that one 
should become somewhat familiar with the disease. 


In the present case the patient had come to Australia 
from southern Italy some fifteen months previously, and had 
presented in the out-patient department in May with a two 
months’ history of fever, loss of weight and cough. He had 
been examined a few weeks previously by a general prac- 
titioner, who had found an enlarged spleen and had arranged 
blood and serological investigations. Examinations of the 
blood showed a hemoglobin value of 11-6 grammes per 100. 
millilitres (80%), and a white cell count of 6000 per cubic 
millimetre with 8% of monocytes. Glandular fever was 
suggested, but the result of a Paul-Bunnell test was negative. 
Brucella agglutination was then carried out, and the result 
was negative to the standard method, but positive by a 
Coombs modification, then under investigation at the 
bacteriology department of the University of Melbourne. 
That was thought to be significant, and with a history of 
consumption of goat’s milk in the Mediterranean area, it 
was natural that a tentative diagnosis of brucellosis should 
be made. “Terramycin” and chloramphenicol produced no 
real improvement, and at that stage the boy came to the 
out-patient department for further investigation. There, 
the leucocyte count was found to be down to 3100 per cubic 
millimetre with only 29% of neutrophile cells. (Later the 
figures came down as low as 2200 per cubic millimetre and 
18%.) The serum protein values were: albumin 41 grammes 
per centum, globulin 46 grammes per centum, total 8-7 


grammes per centum. The result of the formalin test was 
positive in twenty minutes, and there now seemed to be 
sufficient evidence to allow a presumptive diagnosis of kala- 
azar. The boy was then admitted to the ward, and the final 
diagnostic feat of finding the parasite was performed by 
Dr. Forster on material obtained° by splenic puncture. 


Dr. Hagger said that while waiting for a chemotherapeutic 
agent to arrive, they had found it interesting to study the 
temperature chart for that daily “double-rise” from which 
the disease was named in some parts of India. The chart 
showed the double spike clearly enough, but comparison with 
the chart of another boy in the ward at the time threw 
some doubt on the value of this as a diagnostic feature. 


Treatment was carried out with a course of 10 intravenous 
doses each of 75 milligrammes of the synthetic hydroxy- 
stilbamidine isethionate, on roughly alternate days. Some 
toxic effects were noticed during injection, which had to be 
given extremely slowly and latterly under antihistamine 
cover. Some improvement followed the course, then a trans- 
fusion was given, the hemoglobin value having fallen to 8-4 
grammes per 100 millilitres (58%). A second course of 
stilbamidine followed (100 milligrammes per dose), and 
improvement was now very considerable. The boy went 
home, but over the next two months the spleen, which had 
retreated almost to the costal margin, again approached the 
umbilicus, and the temperature began to rise a little in the 
evenings. He was now receiving a course of pentavalent 
antimony, but had made little response to date, and Dr. 
Hagger said that there might be something in the statement 
that Mediterranean strains of the protozoa were more 
resistant to treatment than the Indian ones. He said he 
would be grateful for any suggestions on further manage- 
ment. 

Dr. T. Hurtwy said that one case had been met with 
recently at the Royal Melbourne Hospital. The clinical 
presentation, treatment and response had been similar to 
those in Dr. Hagger’s case. The enlargement of the spleen 
had remained for many months, 


Dr. V. Cottins said that he had reported a boy to the 
Society, in 1951, during the early stage of treatment. The 
boy was treated with “Pentamidine”’, and after a course of 
that the temperature was normal, but the boy did not 
improve to any extent until later. At the end of three 
months, the hemoglobin value had fallen to 30%, the white 
cell count was low, and Leishman-Donovan bodies were still 
found. He was then given two courses of antimony over two 
months. The spleen remained large, but the boy was clinic- 
ally improved, and the improvement continued. However, at 
the end of two years the spleen was still palpable. Sir Neil 
Hamilton Fairley, when consulted at that stage, had sug- 
gested a further course of treatment, but that had not been 
given. 

Dr. J. Perry said that he had at one time made inquiries 
as to the possibility of there being an insect vector or mam- 
mal to act as a host in Australia. Dr. Cook, of the Common- 
wealth Health Department, had said that one of the species 
of opossum could act as host, but thai was not a danger as 
there did not seem to be an insect vector. 

Dr. R. Howarp asked whether splenectomy was ever per- 
formed for the disease. 

Dr. M. ROBINSON suggested that persistent hypersplenism 
in cases resistant to treatment had been considered an 
indication for splenectomy. 

Dr. J. CoLEBaTcH referred to the case quoted by Dr. Hurley 
and said that the spleen was stil! enlarged fifteen months 
after treatment. He said that the spleen was slow to resume 
normal size in tropical diseases, and splenectomy might be 
indicated in those cases. 

Dr. Day said that skin lesions similar to those in leprosy 
occurred in the disease. 

Dr. Hagger said that after recovery from the visceral 
lesion, skin lesions were said to appear at times. There was, 
however, another type of the disease in which skin lesions 
only developed. He had discussed the slow improvement of 
the patient with Dr. E. Gault, who had said that in India 
one diagnosed the disease and gave one course of treatment, 
and it was cured. One did not find the Leishman-Donovan 
bodies after the first injection of treatment. However, 
Manson-Bahr said that the Mediterranean disease was more 
resistant to treatment. 


Congenital’ Familial Non-Hzemolytic Jaundice, with 
Discussion of an Affected Family. 


Dr. EvizapetH TurNER said that congenital familial non- 
hemolytic jaundice was an unusual form of hereditary 
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jaundice seen in infants. The condition appeared to be due 
to a constitutional hepatic dysfunction which prevented the 
conversion of indirect-reacting bilirubin to the direct- 
reacting type, the indirect type being retained in the body 
and frequently being associated with the development of 
kernicterus. 

The mode of inheritance of the disease seemed to be by a 
recessive lethal gene. Death had been due to kernicterus, and 
had been preceded by a series of hyperpyrexial episodes, 
which were not related to infection, and responded best to 
sedation. It would appear that the episodes might be due to 
affection of the hypothalamic area for heat regulation. 


Jaundice appeared soon after birth, and the pigment 
present in the blood-stream had been found to be the 
indirect-reacting type of bilirubin. Apparently there was a 
physiological defect in the liver cells, which prevented the 
conversion of the indirect-reacting bilirubin to the direct- 


reacting type; in fact, it might well be that the cells had an: 


abnormally high threshold, and excretion could not take 
place unless a high concentration of indirect-reacting bili- 


a5 was present. The defect was not detectable anatomic- 
y. 


Neurological signs were present at an early age 
and progressed to the characteristic clinical tetralogy 
of kernicterus—in other words, bilateral choreoathetosis, 
extrapyramidal rigidity, mental deficiency and deafness. 
There was, however, no evidence of hemolysis in any of 
the children. The condition had been first somewhat 
inadequately described by Gilbert, between 1900 and 1907, 
in the French literature. Meulengracht, in 1939, had made 
a careful study of the disease. Liver biopsies in two cases 
had been normal. He stressed its juvenile character and 
gave it the name “icterus intermittens juvenilis”. 


Dameshek and Singer discussed the condition, and Crigler 
and Najjar described seven interrelated families in which 
some of the children developed the typical early jaundice, 
with no hepato-splenomegaly and-no evidence of hemolysis, 
but later with kernicterus and febrile episodes responding to 
sedation. All but one of the affected children had died 
within the first two years of life, and all had had a persis- 
tently elevated result in the serum bilirubin excretion test. 


Malloy and Lowenstein, in 1940, had described a form of 
hereditary jaundice in rats due to the inability of the liver 
to make direct bilirubin at a rate sufficient for normal 
excretion. The two conditions appeared similar. There 
was evidence to show that the indirect-reacting type of bili- 
rubin was the one present in the brain in cases of 
kernicterus, and that even in the presence of high con- 
centrations of the direct-reacting bilirubin (for instance, in 
obstructive jaundice) no brain damage occurred. 


It was apparently only during the neonatal period that the 
brain was susceptible to the indirect-reacting bilirubin. The 
limits of the neonatal period were hard to define, but an 
unusual lipid with a particular affinity for the direct pig- 
ment was said to be found in the brain of the neonate and 
not in the brain of the older infant. It was with knowledge 
of that fact that Dr. Turner had endeavoured to reduce the 
hyperbilirubinemia of the surviving baby presented at the 


meeting by repeated exchange transfusions during the neo- . 


natal period, and as yet at seven months, although still 
jaundiced, he was free from neurological signs. 


Dr. Turner then gave details of the affected family. The 
mother was well, apart from deafness; there was no known 
case of jaundice in her family; her blood was group B, Rh 
positive, and the results of Kahn and Wassermann tests 
were negative. The father had controiled tuberculosis; he 
had four brothers and one sister married and with offspring. 
There was no known case of jaundice in his family. Dr. 
Jakobowicz had reported that the father’s cells were com- 
patible with the mother’s serum as determined by saline, 
plasma albumin and indirect Coombs methods. The first 
infant, born in 1943, was a normal full-time male, weighing 
seven pounds three ounces. The second infant, born in 
1944, was a full-time male, weighing six pounds nine ounces 
and jaundiced from birth, dying at the Children’s Hospital 
in June, 1947, aged two years and three months, during a 
hyperpyrexial episode, to which episodes it had been fre- 
quently subject. The clinical picture was one of kernicterus 
ani jaundice. Post-mortem examination was carried out, 
and the etiology was considered to be probably Rh incom- 
patability. 


The third infant, born in 1947, was a normal full-time 
female weighing seven pounds, of blood group O, Rh 


negative. The first three infants were born at private hos- 
pitals, all others at the Queen Victoria Memorial Hospital. 
The fifth infant, weighing three pounds nine ounces and 
seventeen and a half inches long, was of blood group O, Rh 
negative and direct Coombs test negative. Jaundice appeared 
at twenty-four hours; the baby’s hemoglobin content was 
90%, the red blood cells numbered 3,500,000 per cubic milli- 
metre, and the white blood cells numbered 16,000 per cubic 
millimetre, 32% of which were lymphocytes. The’ urine 
appeared bile-stained and contained granular casts, but the 
urinary urobilinogen content was never increased. There 
was no incompatibility between the maternal serum and the 
baby’s cells. The jaundice became more intense than the 
usual icterus of premature infants, and the baby was subject 
to repeated attacks of cyanosis and collapse without apparent 
cause. The jaundice remained intense during the three 
months of the infant’s sojourn in the Queen Victoria 
Memorial Hospital. 


At the age of eight months she was admitted to the 
Children’s Hospital under the care of Dr. Howard Williams. 
She was still jaundiced and exhibited evidence of spasticity 
and mental deficiency. The urine contained no bile salts or 
pigments. Liver function tests showed the following: thymol 
turbidity, one unit; thymol flocculation test, negative result; 
prothrombin time, 80%; serum alkaline phosphatase content, 
8-6 units; serum protein content, 6-7 grammes per centum 
(albumin 5:4 grammes per centum, globulin 1:3 grammes per 
centum, albumin-globulin ratio 4:1). The X-ray appearance 
of the abdomen was normal. The feces contained 59 milli- 
grammes of stercobilinogen per day. The results of Wasser- 
mann and Kahn tests were negative, and the cerebro-spinal 
fluid was normal. 


Liver biopsy showed some small foci of leucocytes. It was 
considered that partial obstruction of the bile ducts was 
present, and laparotomy was performed. The extrahepatic 
biliary system was normal, apart from hypertrophy of the 
common bile duct. Post-operatively the jaundice and 
spasticity increased, and the patient had convulsions. She 
was discharged to her home, and was readmitted to hospital 
two months later with bilateral bronchopneumonia and died 
at the age of twelve months: At post-mortem examination 
the liver was macroscopically and microscopically normal, 
except for a “mild increase in hepatic portal tract con- 
nective tissue”. The brain on section showed no evidence of 
kernicterus. There was patchy bilateral bronchopneumonia. 
A urinary chromotogram had revealed pathological amino- 
aciduria of a pattern consistent with a diagnosis of Kinnear- 
Wilson’s syndrome. 


The sixth infant, born in 1952, was a full-time male 
weighing seven. pounds fourteen and a half ounces. The 
cord hemoglobin estimation) was 90%, and the baby’s blood 
group was B, Rh negative, the direct Coombs test giving no 
reaction. The baby was noticed to be jaundiced on about 
the tenth day of life. A Van den Bergh test showed 16 
units of bilirubin per 100 millilitres of serum. The result 
of a cephalin flocculation test was negative, and the urine 
showed no bile pigments or salts. A urinary chromatogram 
was normal. The jaundice remained mild, and the child was 
discharged to his home on the sixteenth day of life. He 
was at present still well and free of jaundice. 


The seventh infant, born in February, 1955, was a full- 
time male, weighing eight pounds one and a half ounces, 
and measuring twenty and three-quarter inches at birth. 
The blood group was O positive, and the direct Coombs test 
gave no reaction. Jaundice appeared at sixty hours, the 
hemoglobin value being then 118%. The jaundice became 
progressively intense, and a number of investigations were 
carried out with the following results. The serum copper 
content (kindly performed by Dr. Dick, of the Common- 
wealth Scientific and Industrial Research Organization) was. 
within normal limits. Estimation of the type and amount 
of bilirubin present (kindly performed by Mr. Parsons, of the 
Peter MacCallum Clinic) showed a direct bilirubin content of 
1:1 milligrammes per centum and a total bilirubin content of 
31 milligrammes per centuim. Dr. Rachel Jakobowicz 
reported no complete or incomplete agglutinins demonstrable 
for cells containing the following antigens: M, N, P, S, Lea, 
Leb, CY’, Rh,; Rh,, Kell, Duffy or Kidd. Dr. Adelaide Gault 
examined the infant’s eyes and reported no sign of the 
Kayser-Fleischer ring so typical of Kinnear-Wilson’s disease. 
A urinary chromatogram (kindly prepared by Dr. Perry) 
showed no abnormal amino-aciduria. Osmotic fragility of 
the baby’s red blood cells was not increased, and there was 
no evidence of spherocytosis. There was no enlargement of 
the spleen or liver. The urinary urobilinogen was not 
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increased. On the eighth day jaundice was intense, and the 
infant exhibited signs of irritability; a replacement trans- 
fusion of 900 millilitres was given via the right saphenous 
vein. By the seventeenth day the jaundice had become more 
intense, and a second replacement transfusion was given of 
820 millilitres via the left saphenous vein. Fluid intake was 
increased by both oral and subcutaneous routes in order 
to promote diuresis; no further neurological signs developed, 
and the infant was discharged to his home on the forty- 
eighth day, still jaundiced. A bilirubin excretion test was 
contemplated but not performed in view of the danger of 
kernicterus. At the age of two months the child was given 
a simple transfusion for anemia, his hemoglobin value 
being 57%. At the age of four months his serum bilirubin 
content was eight milligrammes per 100 millilitres. Now 
at the age of seven months he weighed 24 pounds, was 
twenty-eight and a quarter inches in length and had a head 
circumference of 18 inches. He had one tooth, would sit 
alone and could roll over. He could say three words. He 
was still jaundiced, but did not as yet show any evidence of 
kernicterus. 


In summarizing Dr. Turner said that congenital familial 
non-hemolytic jaundice was an unusual form of hereditary 
jaundice seen in infants. The etiology appeared to be duc 
to a constitutional hepatic dysfunction which .prevented the 
conversion of indirect-reacting bilirubin to the direct- 
reacting type, the indirect-reacting type being retained in the 
body and frequently being associated with the development 
of kernitcerus. 

Details had been presented of a family of seven children 
in which the second, fifth, sixth and seventh children were 
affected; three were boys and one a girl. Two of the 
children had died, and at the time the cause of their deaths 
was obscure. The sixth child was mildly affected and 
recovered spontaneously. The seventh child was severely 
affected, but was still living, after repeated exchange trans- 
fusion, and as yet had shown no evidence of kernicterus. 


Dr. J. Perry congratulated Dr. Turner on describing a 
very interesting family story. He said that he had performed 
the post-mortem examination on the child who had died at 
the Royal Children’s Hospital and had found no evidence of 
kernicterus in that the basal nuclei were devoid of nuclear 
staining. He realized that the suggestion of Kinnear-Wilson’s 
disease was a “red herring”. It had yet to be diagnosed 
beyond doubt at that age. He agreed with Dr. Turner that 
the only reasonable diagnosis in the family under discussion 
seemed to be the one she had suggested. He said that there 
did seem to be some evidence in kernicterus that the degree 
of brain damage was proportional to the amount of indirect- 
reacting bilirubin, and there seemed to be some affinity of 
the neonatal brain for that substance. However, one must 
still keep in the back of one’s mind the idea that the brain 
might be damaged by some other factor and the staining 
be only of damaged cells. } 


Perinatal Statistics, 


Dr. JUNE PasH gave an analysis of the fundamental causes 
of perinatal deaths in 4528 consecutive deliveries. The 
analysis will be published in full at a later date. 


Dr. KaTE CAMPBELL, in discussing Dr. Pash’s paper, said 
that from the obstetric viewpoint, interest centred round 
whether the deaths were preventible. In estimating the 
various factors, one must go to the fundamental cause and 
attack that. It was of great interest then that only one- 
eighth of the deaths were due to natal causes, and seven- 
eighths had their roots elsewhere. The physical and psycho- 
logical health of the woman was important. The greatest 
loss, there and elsewhere, was from malformations; investi- 
gations into that would be a productive field, as would be 
the investigation of the cause of prematurity. During the 
past three to four years, with Rh incompatibility, the baby 
rarely died, if born alive, but some still died in the uterus. 
Post-maturity was still a problem and the question of inter- 
ference a debated one. The fact that deaths from infection 
were so low was a cause for congratulation. 


Eosinophilia Hepatomegaly Syndrome. 


Dr. Mona BuLancH presented two children with eosino- 
philia and hepatomegaly, a syndrome that she considered 
to be caused by ingestion of the larve of Towxacara canis or 
the ascarid of the dog. The patients are discussed in detail 
by Dr. Blanch elsewhere in this journal. 


Mut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


REPORT ON THE MEDICAL ADMINISTRATION OF THE 
COLONY: SURGEON JAMESON TO GOVERNOR KING." 


{From “Historical Records of Australia’”.] 


Sydney, 
6th May, 1805. 


Tue material inconveniences that I would particularly 
point out as requiring amendment, I shall distinguish under 


‘three heads, first in reference to those who are appointed 


assistant surgeons, secondly those who are the immediate 
personal -attendants on the sick, and thirdly the manner of 
Victualling the Hospital in general. The number of settle- 
ments formed in this Colony require at least six additional 
assistant Surgeons to perform the duties of such situations 
with requisite care, attention and humanity: It has hitherto 
been usual that in the removal of those Gentlemen, in 
succession, to their different stations of practice, no sort of 
reference has been made to their qualifications, and tho it is 
far from my intention to incur the imputation of invidious- 
ness in personal allusion to any particular individuals, yet 
I feel compelled to assert that a Judicious selection and 
nomination should always be made of Surgeons appointed to 
those Settlements who’s local seclusion render the benefit of 
Medical Consultation unattainable: in such a charge as the 
above it must reasonably follow that those only should be 
entrusted whose intimate acquaintance with Physical appli- 
cations and complete experience in the Symptoms and 
Progress of Disease shall enable them to act on their own 
unassisted decision with safety to their patients: and here 
the importance of the subject requires me to add that there 
are at this period individuals in the Medical department that 
(If it rested with me) I should consider myself unjustifiable 
in giving to them the charge of a remote Settlement. 


Next to the Assistant Surgeons, important considerations 
in the economy of a Hospital are tenderness, care and 
punctuality in the nurses and others immediately attendant 
on the patient: onthe exactness of those people in adminis- 
tering at the hour prescribed, the medicines prepared, depend 
the success of the Surgeons, but as it is only in my power 
to chase such persons, without any means of inducement 
to excite their care and attention, it requires an unremitting 
Vigilance in the Surgeons even to exact a partial discharge 
of duty from these people: therefore I beg merely to hint 
the propriety of allowing a small established gratuity to an 
Overseer of the Hospital and two Matrons, those persons to 
be selected from the Wardsmen and the Nurses whose merits 
should be most conspicuous; such encouragement would be 
extensive in its operations, as it would excite a spirit of 
emulation in those who, being unprovided for, would hope 
to succeed to a situation of Emolument, only to be obtained 
by approved good conduct, and the trivial expense to the 
Government would be counterbalanced in the scale of 
humanity by the Salutary benefits that would result to 
many of His Majestys Subjects. I would further beg leave 
to observe that the Principal Surgeon to the Territory was 
formerly allowed an Assistant (nominated the Principal 
Surgeons Assistant) at the Salary of Fifty pounds per 
annum; this situation was in general conferred on some 
unfortunate son of Esculapius whose misfortunes and 
apparent reforms merited compassion; its operation will be 
equally beneficial and extensive amongst those employed 
about the Dispensary as the other measures above recited 
are amongst other attendants. I therefore most earnestly 
solicit a continuation of that appointment. 


Correspondence, 


CHILDHOOD SCHIZOPHRENIA. 


Sir: I have read with interest the two critical letters of 
Dr. Minogue and also those of Dr. Adey and Dr. McClusky 
in regard to my article on “Childhood Schizophrenia” (M. J. 
AUSTRALIA, February 11, 1956, page 224). Dr. Minogue’s first 


1From the original in‘ the Mitchell Library, Sydney. 
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letter seemed to me to present views so markedly in con- 
trast to my own that I hesitated to take up space with a 
reply. Some comment, however, seems justified in view of 
his second letter of June 30. 


Dr. Minogue is correct in his statements regarding “the 
chaotic state of psychiatry”, but there has been a distinct 
improvement on the even more chaotic state prevailing some 
thirty years ago, when one endeavoured to find an explana- 
tion for the multitude of signs and symptoms in Kraepelin’s 
dementia precox. It may be that we are now dealing more 
“with abstract views and not with concrete diseases”; but 
a concrete disease is surely no longer regarded as anything 
more than a very abstract idea, even though pathological 
changes are to be found as the end result of many disease 
processes. 


It is believed that there is a pathological process of with- 
drawal of the whole individual from emotional contact with 
his fellow beings, and that this pathological process may be, 
and often is, associated with and precipitated by some 
organic disability. This process of withdrawal leads to many 
symptoms of disturbed function, as shown by disturbance of 
thinking, feeling and acting, and the clinical picture of 
schizophrenia. 


These cases are not to be confused with delirium, for they 
give a different clinical picture and may persist for long 
periods of time. While it may be that brain damage is 
occurring, there is generally no evidence to support this. 


Nothing in my paper seemed to have the remotest associa- 
tion with psychoanalysis, except to say that withdrawal 
seemed something different from psychoanalytical regression. 


The aim of my address to the Australian Pediatric Asso- 
ciation on “Childhood Schizophrenia” was to draw attention 
to the fact that this process of withdrawal was to be found 
in infancy and early childhood as well as in adult life, and 
that it was important for the condition to be recognized as 
soon as possible so that steps could be taken to discover 
causative factors and if possible to modify this process. If 
the published article and ensuing correspondence do anything 
to fulfil these aims and prevent the drift into chronic 
deterioration that so often occurs in these children, then I 
feel that they will have served a useful purpose. 

Yours, etc., 

12 Collins Street, JOHN F. WILLIAMS. 
Melbourne, 

July 16, 1956. 


THE LOCAL USE OF ADRENALINE IN SNAKE-BITE. 


Sir: During a number of years as a rural general prac- 
titioner in the south-west of Western Australia it fell to 
my lot to treat a number of cases of snake-bite. These 
were treated conventionally with a tourniquet and anti- 


venene, but the bitten area was excised after infiltrating - 


around but not into the bite with a solution of 05% of 
“Procaine” with 1/40,000 adrenaline. This made the excision 
painless, and it was hoped that the vasoconstriction pro- 
duced by the adrenaline would delay the absorption of any 
remaining venom. The results in a small series of cases 
were satisfactory. 


Articles on snake-bite in overseas journals describe marked 
swelling with numbness of the bitten area, so that incisions 
could be made painlessly. This insensitivity was not observed 
in the cases I saw, due presumably to the variation in venom 
with different species. 


I would like to advance this method of treatment only as 
one that may be investigated. My own cases were too few 
to be of value in snomeing its worth. 

Yours, etc., 

342 Albert Street, W. H. J. Coe. 
East Melbourne, 

July 13, 1956. 


Obituary. 


DONALD FRANCIS FINLAY. 


Wp have received from Dr. H. R. R. Grieve the following 
appreciation of the late Dr. Donald Francis Finlay. 


Donald Francis Finlay passed away on April 15, 1956, at 
the Repatriation General Hospital, Concord. He was the 
second of six sons of the late Dr. Sinclair Finlay, who 
practised for many years in Balmain. He entered the 
University of Sydney from Sydney Grammar School, where 
he had been a.prefect. He graduated in medicine in 1914, 
became a resident medical officer at South Sydney Hospital, 
and on the outbreak of World War I, along with a number 
of the graduates of his year, proceeded to England for 
service with the Royal Army Medical Corps. He served as 
a regimental medical officer in France, and returned in 
1916 after his discharge to take up practice first at Texas 
and later at Goondiwindi, whence he came to Marrickville 
in 1928 into partnership with T. A. Turner and myself. He 
retired from private practice in 1947 and joined the staff of 
the Repatriation Department, continuing in that post until 
illness finally compelled him to cease work. His brother, 
Cuthbert, graduated at Sydney in 1923, and practised with 
him at Goondiwindi and later at Marrickville. Two of his 
sons, Donald and Sinclair, also graduated in Sydney, and 
through three generations within a few years the name has 
become a well-known and respected one in medicine. 


Donald Finlay had a dignity and a yearning for culture 
that were uncommon, much too uncommon today. He 
loved human beings and the things of the higher intelligence; 
the humblest-person was his friend and the pursuits of the 
mind were his interest. He was a good doctor and a kindly 
one; he did much for nothing and especially in the depres- 
sion. Coming from a family distinguished in sport, he 
retained a natural interest in it, and that was a notable 
part of his humanity. He earned and received the affection 
of a devoted wife and three sons, and of a host of friends. 


Dr. E. W. Freshney writes: Dr. Finlay became my ‘friend 
by my association with his two sons, Donald and Kerry, 
who were. my colleagues during my student days doing 
medicine, and later as junior residents. at Royal Prince 
Alfred Hospital. It was during this period that the two 
boys and I, often with other friends, would visit the Finlay 
home for an hour or two, when we had some time off duty. 
I was, in this way, introduced into the domestic life of Dr. 
Finlay’s home, and enjoyed the pleasure of the hospitality 
for which, I was later to discover, it was renowned. Dr. 
Finlay was then a general practitioner in the western 
suburbs, and I was struck by the easy charm and assurance 
of his demeanour in the midst of the busy life and constant 
calls for his attention. He was always interested in the 
activities of his sons, listening to accounts of their social 
and hospital life and discussing them in a man-to-man 
fashion, which set the standard of behaviour for the boys’ 
other guests. It was this capacity of treating us all as 
mature colleagues, his patience with our enthusiasms and 
his sincerity of interest, which made these visits memorable. 
There was an inherent dignity about him which assured 
one’s complete respect, despite the easy intimacy of our 
conversation. I am sure that it was this sincere interest 
in people and this capacity of encouraging frank and easy 
discussion which was the key to his popularity with his 
friends and patients alike. His gracious manner engendered 
amongst them all an extraordinary love and respect. 


Years after he had left the practice, I have come into 
contact with some of his old patients, and have been 
constantly surprised by the intense interest that they showed 
in his affairs and his health. Their faith in his interest in 
them was complete, and they would give me some message 
about themselves or their families for him. This trust was 
always justified, because Dr. Finlay, without effort, could 
always place them and be delighted to hear of some news of 
this nature. I felt that this capacity for remembering 
peeple and details of their family was a natural one with 
Dr. Finlay. His real interest was with people, and it 
embraced all aspects of human existence and included those 
from all walks of life. An enduring personal relationship, 
such as he established with his patients, can be gained only 
by a commanding personality, which in itself is dominant, 
but is capable of complete sympathy and kindly under- 
standing. 


Dr. Finlay was a member of the profession whose numbers 
are too few. In the generations past, I feel that the pattern 
of behaviour was more gracious and scholarly than our 
present one. It may be that our training is more limited to 
a scientific approach than was that of our seniors; but I am 


. sure that we have lost an understanding of human nature 


and dignity which was theirs by custom. He, with so many 
of his colleagues, had a broad knowledge of the humanities. 
His knowledge of the English language and literature was 
extensive. He could quote at length from the classics in 
a way that never ceased to amaze me, and his’ facility of 
expression was remarkable. His conversation was conducted 
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with incredible dexterity and ease, now touching a subject 
of serious nature, quoting from literature to illustrate his 
point, and again reverting back to the light humour which 
set the general tenor of any discussion. 


It was after the war that I learned the details of his 
eareer. After an ontstanding sporting and academic career 
at Sydney Grammar School, he was the fortunate recipient 
of an unsolicited letter from A. B. Weigall, the famous head- 
master at that time, part of which I quote: 


His conduct was in the highest degree creditable to 
himself and valuable as an object lesson to the school. 
He was absolutely trustworthy and self-controlled—but 
what perhaps struck me most in him was a native 
dignity which showed itself, both in his behaviour and 
demeanour. To these last qualities were added a strong 
sense of duty, uprightness and sterling virtue. 


This letter he treasured very much. It illustrates the head- 
master’s remarkable insight, in that he could express so well 
an opinion about a boy at such an early age who was 
subsequently to achieve and embrace those qualities for the 
rest of his life. His example at school was reflected by that 
of his five brothers, Fawcett, Mervyn, St. Clair, Cuthbert 
and Arthur, all of whom were to become legendary figures 
of the famous Finlay name. 


On graduation from the University of Sydney, Dr. Finlay 
volunteered for service with the British Army in 1914. He 
was attached to the First Royal Scots Fusiliers. On his 
return to Australia he became a general practitioner in 
Gcondiwindi. He was subsequently joined in partnership by 
his brother Bert. This partnership continued for some 
twenty-five years in Goondiwindi and later in Marrickville. 
I am fully aware of the warmth and understanding that 
existed between these two in all these years. 


I am indebted to his brother, Dr. Bert Finlay, for nearly 
all the details of Dr. Finlay’s career, and indeed I feel 
how inadequately I have presented them, when there are 
so many with such a more intimate knowledge of these 
details than I. There is an extraordinary family affection 
amongst the Finlays. All the brothers have a very great 
mutual respect and warmth of understanding, which is very 
heart-warming. The loss of the senior member of this 
group will be very ‘deeply felt by the rest of Dr. Finlay’s 


family. His wife, Donald, Kerry and Barny were all so 
devoted to him that they are inconsolable. All his friends 
will mourn the loss of a very dear companion. The pro- 
fession has lost a greatly respected and admired member, 
of which it could be indeed proud. His requiem should be, 
in a paraphrase of the words of the great Psalmist David: 
“For surely goodness and mercy have followed him all the 
days of his life, and now he shall dwell in the House of the 
Lord for ever.” 


HUGH HUNTER JAMIESON. 


WBE have received the following appreciation of the late 
Dr. Hugh Hunter Jamieson from Dr. T. F. Rose. 


As one who knew “Hunter” Jamieson for many years, I 
should like to pay tribute to a man who was one of what 
may be called the great practitioners of medicine. 


What an extraordinary man he was! And what an inspira- 
tion to younger men who are not yet governed by thoughts 
of a forty-hour week, or a nine-to-five lock-up practice! 
Hunter Jamieson not only ran a large general practice in 
North Sydney in a most efficient and kindly way, but he 
was also a senior surgeon at The Royal North Shore Hos- 
pital for many years, attending without delegation to all 
the manifold duties such a position entails. In addition 
he found time to serve the New South Wales Branch of the 
British Medical Association as a Council member from 1941 
to 1945, and to serve his country in two wars, rising to the 
rank of colonel, as Assistant Director of Medical Services of 
a division at one time, and commanding officer of an Aus- 
tralian General Hospital at another. 


When The Royal North Shore Hospital assumed the 
responsibilities of a permanent teaching hospital, Hunter 
Jamieson in some miraculous way managed to find the time 
to perform the onerous teaching duties hjs position entailed, 
with great satisfaction to his students and himself. When 
the age of retirement necessitated his leaving the active staff 
of The Royal North Shore Hospital, he did not use the 
extra time for leisure, but devoted it to St. Ives Church of 
England Hospital, North Sydney. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JULY 14, 1956.' 


New Australian 
Disease. South Victoria. | Queensland. South Western Tasmania. Northern Capital Australia. 
: Wales. Australia. Australia. - Territory. Territory. 
Acute Rheumatism .. ns 3(2) 2(2) 4(1) 1 10 
Brucellosis .. 1(1) 1 
Chorea (St. Vitus) .. Bs 1 ay 1 
Diarrhea (Infantile) 2(1) 12(12) 1 15 
1 1(1) 2 
Infective Hepatitis .. ie 74(36) 50(20) én 8(6) 6(6) 6(4) ae 3 147 
Leprosy 
Meningococcal Infection 2 2(1) 4(2) 1 9 
Ornithosis 
Poliomyelitis . 3(3) 1 3(3) ds 10 
Scarlet Fever 17(6) 8(5) 10(6) (1) 3(3) or os ke 40 
Tetanus 
Tubercul - 66(38) 25(20) | - 9(2) 11(10) 5(5) 6(3) 1 113 
Mite- and 


2 Figures in parentheses are those for the metropolitan area. 
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As one privileged to serve under Hunter Jamieson’s. com- 
mand for a while at 110 Australian General Hospital in 
Perth, and again as his assistant surgeon at The Royal 
North Shore Hospital, I never cease to marvel at the energy 
of the man who, in spite of all his multitudinous activities, 
was yet able to keep up with the latest advances in 
branches of medicine. He never desired to become a surgical 
consultant because of his love for general practice; yet his 
opinion in. consultation. was most valuable and never to be 
lightly dismissed. 

Hunter Jamieson was a man of absolute integrity and 
honour, one to whom the slightest breach of medical ethics 
or etiquette was extremely distasteful. In short, Hunter 
was a gentleman and an ornament to his profession. If 
we all tried to act like Hunter Jamieson in our professional 
daily life, then our profession would be even greater than 
it is. 


Australian Medical Board Proceedings. 


NEW SOUTH WALES. 


Tue following additions and amendments have been made 
to the Register of Medical Practitioners for New South 
Wales in accordance with the Medical Practitioners Act, 
1938-1955. 

. Registered medical practitioners who have complied with 
the requirements of Section 17 (3) of the Act, and are 
registered under Section 17 (1) (a): Sundstrum, Frederick 
Alexander, M.B., Ch.B., 1937 (Univ. Otago), New Zealand. 


Registered medical practitioners who have complied with 
the requirements of Section 17 (3) of the Act and are regis- 
tered under Section 17 (1) (b)¥ Trethowan, William Henry, 
M.B., B.Ch., 1943 (Univ. Cambridge), M.R.C.S. (England), 
1943, L.R.C.P. (London), 1948, M.R.C.P. (London), 1948; 
Walker, Andrew George, M.B., Ch.B., 1952 (Univ. Bristol); 
Willis, Bryan, M.B., Ch.B., 1952 (Univ. Edinburgh); Patuck, 
Dina, M.R.C.S. (England), 1949, L.R.C.P. (London), 1949, 
M.B., BS., 1950 (Univ. London); Misso, Neril Emiliani, 
L.M.S. (Ceylon), 1938. 

Registered medical practitioners who are required to com- 
plete twelve months’ hospital service in accordance with the 
provisions of Section 17 (3) of the Act, and are registered 
under Section 17 (1) (a) (the qualification being, unless 
otherwise stated, M.B., B.S. (Univ. Sydney)): Alam, Edward 
John; Bevan, Vyrnwy Gergan; Booth, Elizabeth Marie Joan; 
Bridger, Allan Joseph; Calderbank, John William; Callachor, 
Thomas Joseph Eugene; Cunningham, Dorothy Elizabeth; 
Dagger, Victor Ross; Dawson, Judith; Dawson, Peter James; 
Evans, David Stanley; Fisher, Harold Anthony; Gapp, 
Godfrey Leonard; Jones, Alan Albert; McCauley, Anthony 
John Bede; Mason, Richard Merritt; Palmai, George: 
Prosser, David John; Protopopoff, Serge Nicholas; Richards, 
William Russell; Shevill, Shirley Dorothea; Tynan, Patrick 
James Felix; Vaughan, John Bede; Wells, William Edwin. 


The following additional qualifications have been regis- 
tered:- Anderson, Peter Francis, D.O. (Sydney), 1956; Armati, 
Leo Vivian, M.R.A.C.P., 1956; Arnold, Dennis Deane, F.R.C.S. 
(England), 1955; Burgess, John Sanday, M.C.R.A., 1949; 
Campbell, Clara, D.P.M. (Sydney), 1956; Cope, Thomas Ian, 
M.R.C.O.G. (England), 1955; Egan, Michael Anthony, D.M.R. 
(London), 1946, M.C.R.A., 1950; Elliott, Peter Mervyn, D.G.O. 
(Sydney), 1956; Green, Allen Butler, D.D.M. (Sydney), 1956; 
Kalokerinos, James, D.M.R.D. (London), 1956; Lamrock, 
John James Campbell, F.F.A., R.C.S. (England), 1954, F.F.A., 
R.A.C.S., 1956; McGuinness, Alan Edward, F.R.A.C.P., 1956; 
Musso, Louis Albert Maria Bellotti, M.R.C.P. (London), 1948; 
Nelson, Selwyn Graham, F.R.A.C.P.,. 1955; Speirs, Robert 
Bradley, F.F.A., R.A.C.S., 1956; Widdup, Alec Harley, 
M.R.C.S. (England), 1941, L.R.C.P. (London), 1941; Williams, 
Patrick Michael, F.R.C.S. (Edinburgh), 1938, L.M. (Dublin), 
1938; Winn, Richard William, D.O. (Sydney), 1956; 
McDonnell, Lawrence Edward, F.F.A., R.A.C.S., 1956; Palmai, 
George, B.Sc. (Med.) (Sydney), 1954. 

Dr. David Szeps has been given a Certificate of Regional 
Registration for practice in the Ungarie Region as defined 
in a proclamation published in the Government Gazette of 
June 1, 1956. 

The name of the undermentioned practitioner has been 
removed from the~ Register of Medical Practitioners for 
New South Wales by order of the Disciplinary Tribunal: 
Seifert, Morris, M.R.C.S. (England), L.R.C.P. (London), 1943. 


“Tavistock Square, London, 


Motice. 


REFRESHER WEEK. AT SYDNEY HOSPITAL. 


ALL medical officers formerly associated with Sydney Hos- 
pital are invited to attend a refresher course at the hospital 
from September 10 to 14, 1956. This will take the form of 
a series of short lectures and demonstrations by members 
of the honorary medical staff. The accent will be on modern 
trends in treatment. Social events have been arranged, and 
wives are invited. Individual circulars have already been 
posted to those on the mailing list, but the secretary of the 
Old Sydney Hospitaliers’ Club will welcome inquiries from 
any who may have been omitted. 


Mominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Feneley, William Henry, M.B., B.S., 1953 (Univ. Sydney), 
acl Misericordiz Hospital, Waratah, New South 
es. 


Diary for the Wont. 


7.—New South Wales Branch, B.H.A.: Organization and 

Science Committee. 

. 10.—Queensland Branch, B.M.A.: Council Meeting. 

AvG. 10.—Tasmanian Branch, B.M.A.: Council Meeting. 

. 13.—Victorian Branch, B.M.A.: Finance Subcommittee. 

. 14—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

. 15.—Western Australian Branch, B.M.A.: General Meeting. 


<i 


Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 

appointment mentioned below without having first comauanicnted 

with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary Wor British Medical Association, 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, B.M.A. Hou 225 
Wickham Terrace, Brisbane, B17): Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments .to any COUNTRY 
HOSPITAL or position outside Australia are advised, ‘in 
their own interests, to submit a copy of their Agreement to 


the Council before signing. ‘ 
South Australian Branch (Honorary 80 Brougham 
Place, North Adelaide): All contract ee OF appointments 
a. 


in South Australi; 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. al articles for- 
warded for publication are understood to be offered to THE 
a JOURNAL OF AUSTRALIA alone, unless the contrary be 

All communications should be addressed to the Editor, Tur 
MEDICAL JOURNAL OF AUSTRALIA, e Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
ped wa unless such notification is received within one 

SUBSCRIPTION Rates.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can 


ning of any 
e rate is £ 
Nations, and £6 gor ‘within america ant foreign 
countries, payable in advance. Se 


= 

= 
; applying to the Manager or through the usual - and book- 


